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THE THERAPEUTIC USES OF RADIUM. 


BY 


A. E. Haywarp Pincu, F.R.CS., 


Director of the Radium Institute, London. 


I DESIRE first to express my appreciation of the compliment 
paid me in inviting me to lecture before the Bristol Medico- 
Chirurgical Society, and to voice the very keen and heartfelt 
pleasure I experience in meeting once again my former 


teachers and fellow-students. I spent six of the happiest 
years of my life at the old Bristol Medical School, first as 
student and later as Medical Tutor, and made many very 
teal and lasting friendships, which I value more and more 
highly as the years roll on. 


The subject of my address is “‘ Radium Therapy,” and 
as it is manifestly impossible to deal with it comprehensively 
in the time at my disposal, I propose to throw on the screen 
slides of patients suffering from various conditions which 
are amenable to radium, to say something of the history of 
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the cases, and to indicate briefly the treatment which was 
adopted to produce the results shown. 

































I 
Radium treatment may be carried out either with radiuin g 
salt or radon (radium emanation) apparatus, their therapeutic 
properties being identical. At the Radium Institute itself eh 
radium salt apparatus is chiefly used; but when tubes or | ;, 
applicators are sent out of the Institute for employment in 
various parts of the British Isles the radon apparatus is 
supplied, the actual intrinsic value being so small that if [ . 
mislaid or destroyed the pecuniary loss is but trifling. Thie ra 
tubes are charged with radium sulphate at least go per cent. 
pure, and there is no admixture with barium or any other om 
inert material. the 
The flat surface applicators are made of three strengths: > @ ‘ 
“Full strength,” containing 0.5 centigram radium element vl 
to each square centimetre; “‘ half strength,’ containing Ff exi 
0.25 centigram radium element to each square centimetre ; 
“quarter strength,’ containing 0.125 centigram radium f alw 
element to each square centimetre. a 
The strength of all radon (radium emanation) apparatus fet 
is expressed in millicuries, a millicurie being the amount f the 
of radon in equilibrium with a milligram of radium element. pe 
When dealing with superficial or subcutaneous lesions | 
the apparatus is employed either unscreened, or lightly ' 
screened, to cut out the soft and medium beta rays. The for ¢ 
screens most generally used for this purpose are : i 
Aluminium, 0.01 and 0.02 mm. thick. pons 
Lead, 0.1 mm. thick. dura 
Silver, 0.2 mm. and 1.0 mm. thick. “ppl 
as 
In the treatment of deeply-seated growths, or in cases = 
where a prolonged radiation of gamma type only is necessary, F has { 
a screen of lead 2.0 mm. in thickness is utilised, as such a T 
cases 





screen practically cuts off all beta radiation. gener 
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When tubes are buried in tissues or tumours screens of 
1.0 mm. of silver, 0.3 and 0.5 mm. platinum are the most 
generally useful. 

I proceed now to place before you a series of lantern 


slides illustrating the results obtained by radium treatment 


in many and divers forms of disease. 


I. LICHENIFICATION OF NECK. 


The patient was a young married woman of thirty, an 
intensely neurotic subject, a nuisance to herself, a trial to her 
friends, and a curse to her husband. 

The history of the case is most interesting, as it affords 
strong support to the theory that the affection is a “neuro- 
dermatitis. The condition appeared about two weeks after 
the patient had sustained a severe nervous shock from seeing 
a child killed in a street accident. All remedies had failed 
to relieve the incessant and maddening irritation, and when 
the patient came to the Institute, the disease having then 
existed for six months, her mental condition was deplorable. 
She received one exposure of fifteen minutes’ duration with 
“half strength” applicators screened with o.or mm. of 
aluminium. The irritation rapidly subsided, and within 
three weeks the skin was normal in character. Subsequently 
she had two recrudescences of the trouble. The first was 
determined by the shock of the loss of a relative on the Titanic, 
the second by an air-raid during the war. The same treatment 
was adopted on each occasion, with an equally successful 
result. 


> 


The patient, a man of fifty, had suffered from the disease 
for fifteen years. He had received all kinds of treatment and 
occasionally experienced temporary benefit, but had never 
been cured. When first seen at the Radium Institute he had 
numerous large circinate patches over the trunk and upper 
extremities. He received three exposures, each of five minutes’ 
duration, on three successive days with “half strength” 
applicators of appropriate shape and number. No screening 
was employed. All the lesions had cleared up within three 
weeks, and the patient remained free from any trouble for 
five years. At the end of that period he left London, and it 
has proved impossible to trace him. 

This case is shown as a curiosity, as in the many other 
cases of psoriasis which I have treated recrudescence has 
generally taken place within six months. 
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3. LUPUS ERYTHEMATOSUS. 


Patient a married woman of thirty-two. The disease had 






































existed for seven years, and had proved most intractablk t] 
and resistant to all remedies, constitutional and local. Th v 
condition was of the “ bat’s wing”’ type, and very extensiv: b 
implicating the nose, both cheeks, and both lower eyelids. h 
She was treated with “half strength’’ apparatus, screene! st 
with 0.01 mm. aluminium, the exposure being of forty-fiv el 
minutes’ duration. Great improvement followed, enabling the hi 
patient almost completely to hide the disfigurement by a slight sk 
application of face powder, and permitting her to take part in al 
social functions. No cure of the condition was obtained, and ay 
exacerbations occur from time to time, but are always greatly tr 
benefited by the treatment above indicated. 
ch 
4. LUPUS VULGARIS. = 

Patient a woman of fifty-six, an inmate of one of the London ste 
Poor Law Infirmaries. The disease had existed since childhood A 
was of a strongly ulcerative type, and had destroyed much of su 
the nose and adjacent portions of the cheek. Scraping, 
cauterisation, X-rays and Finsen light had all proved ineffective. 

She was treated with “ half strength’ applicators unscreened 

the exposure varying from one hour to one and a half hours’ po: 
duration, repeated at intervals of six weeks over a period of int 
six months. Complete healing resulted, and the disease was 
arrested. Patient was afterwards fitted with an artificial nose she 
and remained free from further trouble until her death six by 
years later. : 
‘4 per 

5. SENILE KERATOMATA. 

Two patients, a man of sixty-four and a woman of seventy- J... 
two. Each patient had a large flat oval pigmented keratoma 7” 
on a conspicuous portion of the face. gto 

In each case an exposure of one and a half hours’ duration F ¢g ] 





with a suitable sized “‘ half strength’’ applicator unscreened 
effected a complete disappearance of the lesion, leaving @ 
smooth, supple and scarcely perceptible scar. There was no 
recurrence. 








(a) 





6. KELOID ACNE. 








( 

Patient a man of forty-two. Not a coloured individual. fF . 
The disease had existed for nine years, and implicated the ial 
right half of hairy margin of scalp at the neck. Three exposures fF the 
of one and a half hours’ duration with “half strength” expc 
applicators unscreened were given at intervals of two montlis ss | 
SS 






Complete cure resulted. 
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7. KELOIDs. 


One case of extensive degree, in a young woman of twenty- 
three, followed upon a petrol burn. The face and hands were 
very severely affected. Patient was compelled to wear a thick 
black veil when out of her home, and was scarcely able to use 
her hands. She was under treatment for two years. “‘ Half 
strength’ applicators, screened with 0.1 mm. of silver, were 
employed, and exposures varying from twelve to eighteen 
hours’ duration given at intervals of six weeks. Improvement 
vas slow, but steadily progressive, the keloidal tissue became 
absorbed, and the skin gradually assumed its normal 
appearances. At the present date scarcely any sign of the 
trouble is appreciable on the face or hands. 

Another case, a schoolgirl of fourteen was playing in some 
charades, when some cotton wool which enveloped her neck 
and upper part of the chest was accidentally ignited. Keloidal 
changes occurred in the scar, drawing the chin down to the 
sternum, and preventing the patient from closing her mouth. 
A similar line of treatment was adopted and an equally 
successful result obtained. 


It is advisable to treat keloids at as early a stage as 
possible, and before the bundles of collagen have developed 
into fully organised connective tissue. Special attention 
should be paid to the edges of the lesion, as increase proceeds 
by a peri-arterial fibrosis, which is most active at the 
periphery. 

It is interesting to note that when once a keloid has 
received an adequate radiation all tendency to further 
growth is checked, though it may require several exposures 
to bring about a complete disappearance of the mass. 


8. NAVI. 
(a) Capillary Nevi (‘ Port Wine’ Stains). 

Considerable improvement may often be effected in the 
appearance of patients disfigured by ‘‘ port wine ”’ stains of 
the face and neck, but the process is a tedious one and the 
exposures have to be very carefully calculated. It is never 


possible to restore the skin to its normal colour, but a very 
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definite lightening of the tint may frequently be obtained 
enabling the patient completely to hide the patch with 
slight application of face powder. 

The best results are usually obtained by exposures « 
from thirty to sixty minutes’ duration with “ half strength 
applicators screened with 0.1 mm. of lead, three exposurcs 
being given on each of three successive days, and this serics 
repeated at intervals of two months. The reaction shoul 
be of an intensity that produces desquamation without any 
vesication. The treatment is stopped when the discoloration 
is reduced to a salmon-pink tint. 



















































(b) Cavernous Navi. 
: “a sat 

The slides exhibited show very clearly the remarkably h 

, , EE Tes ' the 

| satisfactory results of radium radiation in the treatment of 
anc 
these growths. aise 
it 1 
In one case, a child of one year, a large oval pendulous ma 
| growth, the size of a small cocoanut, implicated the lower . 
; : «ie i inv 
half of the right cheek and the right sub-maxillary region. 
Its weight was such as to drag the child’s heed down to the pre 
right shoulder, and it was growing rapidly. Under appropriate 
treatment the nevus steadily decreased in size, and two years : 
later it had completely disappeared, leaving only a very small im 
flaccid area of skin over the right lower jaw. rect 

The second case, an infant of five weeks, was brought with at { 
a very extensive prominent cavernous nevus implicating the 
lobe of left ear and the left pre-auricular region. Fifteen bee; 
months later no traces of the growth remained. 

The procedure adopted in both instances was “ cross-fire ' 
irradiation with “half strength’ applicators screened with and 
0.1 mm. of lead, three exposures each of from twenty to fifty [ trea 
minutes’ duration being given on three successive days, tlie The 
series being repeated at intervals of six weeks. 

and 

The treatment of cavernous nevi with radium should be | Inst 
undertaken at the earliest possible opportunity, as infants | fron 
prove much more susceptible than children approaching [| twel 
their teens, and if due care be taken no untoward result can I 

that 


occur. 
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Q. RODENT ULCER. 
Three distinct types may be recognised :— 


(a) Lesions of the excavating type with thin overhanging 
edges and a soft gelatinous base, no rolled edge being 
present. 

(6) Lesions of the hypertrophic and exuberant type, with 
slight superficial ulceration, and often limited by a 
distinct rolled edge. 

(c) Lesions affecting the palpebral mucosa, outer and 
inner canthi. 


Ulcers of the first group are the most difficult to treat 
satisfactorily, the absence of the rolled edge indicating that 
the patient’s power of ‘resistance to the disease is deficient 
and that no protective reaction is occurring. In these cases 
it is important to radiate some distance beyond the visible 
margins of the lesion, in order to deal with any outlaying 
invasive columns of cells which will almost certainly be 
present in those situations. 

Repair in these cases is always slow, and sometimes 
imperfect, and they exhibit a very strong tendency to 
recurrence, so that they should be subjected to inspection 
at fairly frequent intervals, even if an apparent “‘ cure ’’ has 
been produced. 

Ulcers of the second group usually do exceedingly well, 
and if the dose and exposure be correctly calculated one 
treatment may suffice to bring about an apparent cure. 


The tendency to recurrence in these instances is but slight, 


and many cases are recorded in the case sheets of the Radium 
Institute in which the patients have remained quite free 
from any recurrence since their treatment eight, ten or 
twelve years ago. 

It is in the treatment of this particular class of lesion 


that the most striking, remarkable and permanent results of 
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radium therapy are obtained. The complete disappearanc 


of an extensive hypertrophic ulcerated mass, and its re- 






placement by a smooth, soft, supple scar, differing but litt] 
from the surrounding skin, is often amazing, and might bv 
regarded as incredible but for photographic evidence. | 
one of the slides shown an irregular hypertrophic ulcerated 








growth is seen to occupy the left side of nose and cheek ani 
completely to occlude the eye. When the growth hail 
disappeared under radium treatment the orbital fissure was 
found to be narrowed from cicatricial contraction of the 
affected eyelids, but the eye was quite healthy. 

Rodent ulcer affecting the palpebral mucosa often 
responds well to radium treatment, which may completely 











arrest the disease, and prevent its extension to the sclerotic 






and cornea, and subsequent destruction of the eyeball. 
Many cases of this nature have been treated most successfully, 







the movements of the eyeball being unaffected and the vision 






unimpared. 
Cases of rodent ulcer which have not previously received 







any active treatment with X-rays, ionization, CO, snow, 






etc., usually receive an unscreened exposure of from one and 
a half to two hours’ duration, according to the thickness of 
the lesion, with a “ full strength’ applicator. The reaction 
is generally fairly severe, producing a degenerative necrosis, 







and removal by ulceration of all the malignant tissue, and 






possibly of a small surrounding layer of normal tissue. 
The ulceration is followed by the formation of a “‘ limpet 
shell ’’ crust, underneath which repair occurs, leaving a 
smooth, soft, supple scar, particularly rich in elastic tissue 
fibres. 
In cases of very long standing, accompanied by great 










destruction and invasion of the cartilaginous or bony tissues, 





unscreened exposures should not be given. Radium 






irradiation of any kind is powerless to cure rodent ulceration 
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Fics. I AND 2, 


Rodent ulcer of the orbit before and after treatment by radium 


FIGs. 3 AND 4. 


Lymphosarcoma of the neck before and after treatment by radium 
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of bone, and the same is almost equally true with respect to 
cartilage. For this reason the affected portions of these 
tissues should be removed as far as possible before radium 
treatment is commenced. A gamma radiation from heavily- 
screened apparatus applied to the borders of the growth and 
its deeper extensions will often serve to arrest the progress 


of the disease, diminish the pain, and induce some slight 


degree of repair, but it will not and cannot do more than this. 


I0o. LYMPHADENOMA. 


Patient a young girl of fifteen. The disease had developed 
with great rapidity. The glands of the left cervical region 
were principally affected, and in that situation they formed 
an enormous mass of firm, discrete, movable glands, 
obstructing the venous flow from the head and pressing upon 
the sympathetic ; the patient’s face was congested and dusky, 
and there was some respiratory embarrassment from dis- 
placement of the trachea. 

Thirty hours’ treatment was given with surface applicators 
containing 500 mg. of radium bromide, screened with 2 mm. of 
lead, applied so as to produce a “ cross-fire’’ radiation. The 
glands rapidly decreased in size and number, and six weeks 
later were neither visible nor palpable, the patient being 
apparently in normal health. 

She kept quite well for two years, and then went to 
Roumania. Shortly after her arrival in that country an acute 
exacerbation of the disease took place, affecting most of the 
superficial glands of the body. She was unable to obtain 
further radium or X-ray treatment, and the disease rapidly 
progressed to a fatal termination. 


II. EPITHELIOMA. 

Slides showing a series of recurrent epitheliomatous 
growths implicating the nose, scalp, and head. 

In each instance the diagnosis had been established by 
microscopical examination and the primary growth excised. 
The patients had refused further operation. All the lesions 
affected the glabrous skin, and were of the rapidly fungating 
type. Treatment was carried out by the burying of many 
small tubes of radium screened with 0.3 mm. of platinum in 
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the substance of the tumour, “ cross-fire’’ radiation with 
unscreened ‘full strength’’ applicators applied to the 
surface of the growth for two to three hours, and a prolonged 
gamma radiation of the associated lymphatic area. 
was obtained in each case. 


, 


‘‘ Apparent cure’ 


I2. SPHEROIDAL-CELLED CARCINOMATA. 


Cancer of the breast.—This series of slides indicates the 
results obtained in the treatment of inoperable or recurrent 
carcinoma of the breast. Absorption of nodules in the sca 
area, healing of ulceration, and diminution of lymphatic 
engorgement are all clearly shown. It is not possible to 


speak of ‘“‘cure’’ in these conditions, but very real im 
provement in the local condition is often obtained, and th« 
disease rendered quiescent for many years. At the present 
moment we have on the case sheets of the Radium Institute 
some half dozen or more patients who came for the treatment 
of extensive inoperable recurrence ten years ago. The 
treatment in these cases is carried out almost entirely by 
prolonged gamma radiation of thirty hours’ duration with 
heavily screened applicators. In the case of small nodules 
in a readily accessible situation the insertion of small tubes 
of radium, screened with 1 mm. of silver, into their substance 
for twenty-four hours is often of great value. 


I3. SARCOMATA. 


Two cases of periosteal sarcoma. 

The first was a woman of sixty-two. She was treated in 
June, 1913, fora rapidly growing recurrence on the right clavicle 
after removal of the primary growth early in May, IoI3. 
Berger’s operation had been suggested as the only method otf 
extirpating the disease, but the patient had declined. 
Microscopical examination of a portion of the original growth 
showed it to be a round-celled periosteal sarcoma. A _ tube 
containing 100 mg. of radium bromide, screened with I mm 
of silver, was inserted into the tumour and left for twenty-four 
hours. The growth steadily shrank, and two months later 
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no trace of it was appreciable. No recurrence has taken place, 
and the patient is alive to-day (March, 1924). 

The second case was a young married woman of thirty-two. 
She was first seen in February, 1914. She then had a large 
fixed growth the size of a small cocoanut on the outer aspect 
of the upper third of the right thigh. Two attempts had been 
made to remove it by operation, but without success, and the 
tumour had grown rapidly. Amputation at the hip-joint had 
been suggested, but declined. The patient was unable to 
stand or walk, and the pain was so severe that she had to be 
kept constantly under the influence of opiates. Microscopical 
examination of portions removed at operation showed the 
tumour to be a spindle-celled periosteal sarcoma. The patient 
was treated twice, at intervals of six weeks, in February and 
April, 1914. Two tubés, each containing 100 mg. of radium 
bromide, and screened with 1 mm. of silver, were used on each 
occasion, one being buried in the upper and one in the lower 
half of the tumour. Rapid and steady improvement followed, 
the growth shrank, being converted into a dense fibrous nodule 
the size of a walnut, all pain disappeared, the patient speedily 

regaining her health and strength. No further treatment has 
proved necessary, and at the present date (March, 1924) the 
patient is in excellent health, walks, dances, cycles and swims 
perfectly, and is working eight and ten hours a day. 


I4. LYMPHOSARCOMATA. 


The lymphosarcoma cell is_ particularly susceptible 


to gamma radiation, and its degeneration rapidly occurs. 


The patient was a married woman of forty, and when seen at 
the Institute in 1913 she had an enormous ly mphosarcomatous 
tumour in her left cervical region, spreading forwards over the 
descending ramus of the left jaw, and causing great «edema of 
the face, the left eye being completely closed. 

The patient received a course of prolonged gamma radiation, 
applicators containing half a gramme of radium bromide, 
screened with 2 mm. of lead, being used, and an exposure of 
thirty hours’ duration being given. Six weeks later the greater 
part of the tumour in the neck had disappeared, the cedema 
of the face had gone, and the left eye was no longer closed. 
The treatment was repeated, with the result that the ‘growth 
practically vanished, and the patient regained her normal 
health. She kept well until July, 1915, when she was confined 
with twins. This was followed by a rapid recrudescence of 
the disease, numerous growths appearing in various parts of 
the body, and she died in November, 1915. 
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Three patients were exhibited, viz. :— 


Mr. HEY GROVES showed a female patient with a large- 
celled sarcoma of the neck and extending into the left 
upper clavicular fossa. During attempt at removal the left 
subclavian artery, being deeply involved in the growth, was 
torn and had to be ligated. It being impossible to make « 
complete removal of the neoplasm, an emanation tube 
(=9 millicuries) was inserted. 

Result.—At present (six months later) there is no evidence 
of the growth. 

Sections of the growth were exhibited showing 
characteristic round-celled sarcoma. 


Dr. PATRICK WaATSON-WILLIAMS showed a_ female 
patient, aged 52, in whom a sarcoma, a section of which 
showed it to be of the orbital type, had appeared intra- 
nasally in the left upper ethmoidal region and had caused 
a swelling in the left upper inner orbital angle, and (as seen 
in the photographs exhibited) with resulting slight dis- 


placement of the globe downwards and outwards, and 


consequent diplopia. The intranasal ethmoidal portion 
had caused epiphora, probably from involvement of the 
lachrymal duct. Mr. Hayward Pinch had seen the patient 
with him on February 29th, and very shortly after the 
earliest manifestations of the growth, and considered it 
favourable for treatment by radium. On March 4th two 
emanation tubes were inserted, the one intranasally being 
buried deeply in the ethmoidal cells, the other inserted a full 
inch deeply into the orbital swelling through an incision 
in the skin. Now, eight days later, all the diplopia and 
epiphora had disappeared, the eyeball being no _ longer 
displaced, though the swelling of the neoplasm in the orbital 
angle was still obvious. (This patient died on April 2oth 
with extensive sarcomata of the lung and liver.) 
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Mr. Duncan Woop showed a female patient, aged 69. 

Svmptoms.—One year ago she noticed a small swelling 
in the middle line of her neck; it was not painful. Four 
months ago she had a boil behind her left ear. The lump in 
her neck then commenced to grow more rapidly, and became 
painful ; the pain is worse on swallowing, but she is able 
to take any kind of food. 

Physical signs.—There is a swelling in the position of 
the thyroid gland. It is hard, but its surface is smooth ; 
it is fixed to the trachea, but moves on swallowing. No 
pressure signs on the vessels or nerves in the neck. The 


larynx is normal. 


Mr. HAYWARD PINCH said that the fixity of the swelling 
to the trachea suggested that it was a malignant thyroid, 
but that its smooth surface was not typical, and that chronic 
thyroiditis had to be considered. He was strongly against 
surgical interference. He did not advise burying radium 
in the swelling, as in these cases there was a great tendency 
for a fungating mass to break through the skin. He would 
treat it by radiations through the skin. He thought that 
X-rays would be helpful. 


DISCUSSION. 


Mr. WALTERS asked what was to be recommended in 
prostatic epithelioma recurring after operation, and whether 
radium was of value in carcinoma of the rectum. 


Mr. HAYWARD PINCH said that if, in the case of malignant 


disease of the prostate, the growth was circumscribed and 


confined to one lobe, the best results were usually obtained 
by the burying of a tube of about 50 m.c. screened with 
I mm. of silver in the centre of the mass for twenty-four 
hours. 
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If the whole gland was affected, radiation should bh 
given by means of a tube in the urethra, a tube in the rectum, 


and a plate over the perineum. 

In carcinoma of the rectum, fungating growths not 
completely encircling the canal, should be treated wit 
emanation tubes screened with 1 mm. of silver and burie:|! 
in the tumour for twenty-four hours. If the growth was of 
the annular type with much surrounding infiltration, a 
powerful tube screened with 2 mm. of lead should be place: 
within the lumen of the structure for twenty-four hours, 
supplemented by external radiation from a screened plate 
applied over the sacrum at the level of the growth. 


Dr. PATRICK WATSON-WILLIAMS asked whether the 
suggestion that optic nerve atrophy might result from radium 
applied in the neighbourhood of the eye had any substantial 
foundation in Mr. Hayward Pinch’s experience. He had 
been particularly interested in the case of rodent ulcer which, 
as shown in the slide exhibited, had become so extensive 
and advanced that the eyeball was completely buried. 


In this case MR. HAYWARD PINCH said that, believing thie 
eye had already been destroyed, he had given very heavy 
radium exposures, with the result that the malignant growth 
completely disappeared, bringing to view and to restored 
functional activity the long-buried eye. 

Mr. Cyrit WALKER referred to a question that had 
been put by the late Dr. Stack, viz. what ocular 
precautions were required against radium ? He cited a case 
of irritation of the eyes following X-rays for odontograms. 

Mr. HAYWARD PINCH replied that from his experience 
of two thousand cases in which exposures of from fifty 
minutes unscreened to thirty hours heavily screened had 
been made he did not think it possible that radium could 
cause atrophy of the nerve or injury to the sight; at any 
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rate, he had never seen any papillitis in his cases. In 
reference to a question from another speaker he said that 
for epithelioma of the cornea he recommended and had used 
exposures of fifty minutes, unscreened. 

As regards carcinoma of the cervix, in reply to Dr. 
Statham, he stated that if the broad ligament was involved, 
no cure could be expected, but for uncomplicated cervical 
epithelioma he would remove and follow up with radium. 


Dr. BARTHOLOMEW asked whether radium was of value 
in mycosis fungoides. 

Mr. HAYWARD PINCH replied he had had good results. 
In reference to radium in tumours of the brain he had 
had five cases, and referred to one seen with Sir Charles 
Ballance, in which three exposures totalling 20,000 milligram 
hours were given after decompression, and now three years 
later the patient was alive. 

Dr. J. A. N1xon spoke of the beneficial results in his 
experience from use of radium in lupus erythematosus. 

Dr. ODERY SyMEs referred to a case of carcinoma of 
the cesophagus and of the wonderful relief following radium, 
the patient, who had been unable to swallow anything but 
fluids, being enabled te eat and enjoy any ordinary solid 
meal. Yet after an interval of twelve months the growth 
recurred and caused cesophageal obstruction, and the 
second radium application failed to afford relief. 

Mr. HAyWarRD PINCH emphasised the importance of early 
radium treatment in these cases, as when the lumen of the 
esophagus was obliterated the radium could not be introduced 
and so could not reach well into the centre of the growth, 
which was so essential. He showed his newly-designed 
radium applicator, which being “ hour-glass ’’ shaped could 
be inserted and left attached by a thread, as the shape of 


the shield retained it 7m sit without the necessity of a long 
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stiff retaining stem extending from the mouth to the tub« 
The patient could thus tolerate the tube and retain it 77 sitw 
as many hours as required, when by pulling on the thread 


the applicator could be withdrawn. 


DIVERTICULITIS OF THE PELVIC COLON.! 
BY 
Sir C. GORDON-WATSON, K.B.E., C.M.G., F.R.CS., 


Surgeon to St. Bartholomew’s and St. Mark’s Hospitals. 


In recent years our attention has been focussed on stagnation 
in the colon and the evil results that ensue. In this direction 
Sir Arbuthnot Lane has done much to stimulate interest, 
to excite admiration, and indeed to inspire awe into thi 
hearts of not a few of us. The late Father Bernard Vaughan 
was not more scathing on “ The Sins of Society ’’ than Lan 
has been on “ The Sins of the Colon.’’ And who shall sa\ 
that these strictures are not without good cause? In 
recent years the punishment for a colon steeped in iniquit\ 
has been total extirpation. There is, at the moment, 
a movement afoot to abolish capital punishment for the 
worst sins of society ; at the same time we learn that Sir 
Arbuthnot is in favour of abolishing the extreme penalty 
for the errant colon. He now believes that surgical relief 
of stasis can be secured by “ careful freeing of acquired 
adhesions of the pelvic colon to the iliac fossa.”” Indeed, 
he states in an address recently published in the Britis/ 
Medical Journal that he has “‘ on many occasions derived 
the same advantage by this simple operation that he had 


1 A Paper read at a Meeting of the Bath and Bristol Branch of the 
British Medical Association on Wednesday, February 27th, 1924. 
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previously had from colectomy at a considerably greater 
risk.”’ 

Lane has drawn a remarkable clinical picture of the 
mechanical and toxic sequel, which in his opinion follow 
the development of newly-formed peritoneal bands that 
anchor the overloaded pelvic colon to the iliac fossa, and by 
contraction cause what he describes as “ the first and last 
kink.” 

The determining factors in the formation of diverticula 
of the colon are not yet satisfactorily established. It is 
probable that increased pressure within the colon due to 
constipation and flatulent distension is the most important 
factor, and it is more than probable that the inflammatory 
conditions which often result from fecal retention in these 
pouches must be laid at the door of intestinal stasis. 

Constipation and flatulence are not the whole story ; 
if they were we should expect to meet with these pressure 
pouches far more often. Diverticulitis is rarely met with 
under forty and far more often over fifty, and in the 
majority of cases extraperitoneal fat is present in excess. 
It may be said with much truth that the victims of 
diverticulitis are in most instances past the meridian of life, 
of sedentary habits, fat, flabby and flatulent. 

Willey of Sheffield believes that there is a close connec- 
tion between the emotions and pathological conditions of the 
colon, and regards a sensitive and impassioned temperament 
as a powerful predisposing factor in diverticulitis. 

With the gradual increase of fat around the bowel 
there is progressive atrophy of the unstriated muscle. 

Normally, as we know from radiograms, the colon 


during contraction presents alternate rings of contraction 

and sacculation. When subject to long-continued back 

pressure an overloaded and flatulent colon with fat-laden 

}and atrophied muscle must, during straining at stool, be 
9 


Vor. XLI. No. 153. 
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prone to yield in the sacculated portions at the weakest 
points. We know that diverticula once formed sometimes 
perforate during the act of straining at stool or from some 
sudden exertion. 

As Hamilton Drummond has shown, these weak spots 
occur where the circular vessels perforate the muscular 
coat to reach the mucosa. 

These weak spots occur on either side between the 
lateral tenia and the mesenteric border, and it is along 
these lines that diverticula most commonly occur. 

The diverticula are small herniz of the mucosa through 
the muscular. coats, which gradually enlarge, and as they 
increase in size tend to become flask-shaped and bottle- 
necked and to act as traps for fecal matter. 

Though the exact pathology of the origin of diverticula 
in the colon is uncertain, the pathology of diverticulitis, 
i.e. of the inflammatory phenomena which result from the 
retention of fecal matter in these hernial pouches, is 
thoroughly straightforward, and bears so close an analogy 
to the many-sided phenomena of appendix inflammation 
as to justify the description of “left-sided appendicitis.” 

Fecal stagnation may be followed by the formation 
of concretions, concretions by ulceration, ulceration by 
perforation, perforation by either general peritonitis or 
more often by a localised abscess and perhaps a fecal fistula. 
In other instances inflammation inside a diverticulum 


results not in perforation but in inflammation outside which 


is chronic from the first, and gives rise to peridiverticular 
fibrosis, fibrosis to tumour formation and stenosis, stenosis 
to chronic obstruction and a mimicry of carcinoma. 

As Maxwell Telling so aptly says, “‘ Given the formation 
of multiple herniz of the mucosa, every secondary process 
that occurs may be logically deduced a priori by general 
pathological comparison.” 
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Inflammation in and around these acquired diverticula 
thus produces three main clinical conditions: (1) acute 
manifestations associated with perforation which cannot 
be distinguished from the acute manifestations of appendicitis 
except as regards the left-sided symptoms; (2) a subacute 
suppurative condition analogous to the appendix abscess 
and distinguished by a tendency to fecal fistula or vesico- 
colic fistula; (3) the hyperplastic type which so closely 
simulates carcinoma in that a tumour forms which frequently 
causes obstruction. 

While recognising the many phases of diverticular 
inflammation it is important to remember that diverticula 
frequently exist and give rise to no symptom at all, and this 
is more likely to be the case when the pouches are tubular 
and wide at the neck. In recent years, since I have been 
on the look out for them, I have met with innocent 
diverticula on a few occasions during an abdominal operation. 


Indeed, they are easily missed when searched for at autopsies, 


both from without and within, though when they contain 
solid faecal matter hard lumps may often be felt in the 
appendices epiploice. These small pouches may readily 
escape detection, because they occur in fat-laden bowel and 
usually project into the fatty appendices epiploice. This 
condition has been termed diverticulosis as opposed to 
diverticulitis. 

When there is a considerable inflammation round the 
bowel the diverticula may only be recognised after careful 
dissection. 

The openings within the bowel lie between the ruge, 
and are often so small as not to be recognisable until the 
mucosa is put on the stretch. 

Drummond examined the colon in 500 post-mortems 
and found diverticula in 22 cases, and it is interesting to 
note that in four of them there were also diverticula in the 
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small intestine and in one case a diverticulum of the bladder, 
facts which are suggestive of some congenital defect in th: 


unstriated muscle. 

In 1,000 radiograms of the intestine Spriggs onl\ 
recognised diverticula in six, but there was no special in- 
vestigation for diverticula. The diagnosis of diverticuliti 


usually depends on radiographic evidence. 

As in other conditions, with perfect X-rays after a1 
opaque meal we may get positive evidence which makes 
the diagnosis a certainty, but the reverse by no means holds 
good. The appearance of clear-cut diverticula, when seen 
in a skiagram, is unmistakable, and the diagnosis is 
readily confirmed when the opaque pockets remain visible 
after the remainder of the bowel has been emptied. 

Evidence of diverticula in the pelvic colon may bi 
missed unless the patient is examined when the bulk of 
the meal is in this region, and again examined when the 
pelvic colon has been emptied. If the diverticula are 
numerous positive evidence may be expected; if only a 
few are present, and these are filled with fecal material, 
or are perhaps so situated as to be obscured by the main 
outline of the bowel (7.e. not shown in profile), they may 
escape observation. 

Positive evidence in doubtful cases is more likely to 
be obtained by an enema, which may distend the pockets 
and also show up any filling defect in the main lumen. 

Belladonna given prior to an enema may by relaxing 
the muscular coats increase the patency of the pockets. 

Irregularities in the function of the colon present great 
difficulty as regards diagnosis. When a middle-aged patient 
presents himself with the story that he is much worried with 
flatulent distension and irregularity in the action of the 
bowels the practitioner may be faced with a troublesome 
problem. In the absence of a palpable growth in the 
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rectum he does not know whether to assume that the dis- 
turbance of function is due to the “ first and last kink,” 
i.e. Stasis, or is an inflammatory condition, 7.e. a colitis 
resulting from errors of diet and unhealthy habits, or whether 
he is up against diverticulitis or an early carcinoma of the 
colon. 

It is reasonable to hope that diagnosis may be simplified 
by advances in radiography and chemical pathology. 

Fortunately, diverticulitis is one of the rarities of 
practice. The acute manifestations, if they seldom receive, 
seldom’ demand exactitude in diagnosis; they take their 
humble place among the acute abdomens. For better or 
for worse, they run their luck. 

More interest, I think, attaches to the subacute and 
chronic cases which simulate malignant stricture, and 


I propose to give you my personal experiences with this 
type of case. An exact diagnosis may sometimes be made 
with the sigmoidoscope, though more often with opaque 


radiography ; a probable diagnosis may be possible from 
the clinical history. 

In most instances the area involved is beyond the reach 
of the sigmoidoscope, frequently because owing to adhesions 
the sigmoidoscope cannot be passed to the full extent. 

Exceptionally the mouths of diverticula may be seen with 
the sigmoidoscope, and an absolute diagnosis established. 


In June of last year a stout lady, aged 64, was brought to 
me with a history that for some months she had been greatly 
troubled with flatulent distension, and with small, frequent 
teasing motions usually loose but often containing small 
“tabbit-like ’’ hard débris. Occasionally she had passed blood- 
Stained mucus. There had been no loss of weight, and her 
appearance did not suggest malignant disease. On examination 
with the sigmoidoscope I observed at 20 cm. the mouths of 
two diverticula. They were visible only on inflation, 7.e. they 
could be seen to open up with each puff of the inflator. The 
patient, unfortunately, took fright either at the sigmoidoscope 
or at the diagnosis, and I heard no more of her. 
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It should be noticed that the passage of blood and mucus 
so diagnostic of new growth occurred in this case. This is 
exceptional, and is usually an important point in differential 
diagnosis. It may be that in this case the two conditions 
were combined, as is sometimes the case. Carcinoma 
may arise, or, as it were, settle down in the midst of a 
diverticulitis. In other instances diverticula form above a 
carcinomatous stricture. Although it has been my lot 
to deal with a large number of colon carcinomata, I have 
not yet met with diverticula in this association. There are, 
however, several recorded cases of both these associated 
conditions, and I have seen specimens illustrating them. 
Grey Turner operated on a case in which a perforation of a 
diverticulum occurred above a carcinoma. 

One would expect the formation of diverticula to 
be not uncommon behind a stricture of the colon if 
increased colonic tension is the main factor in their 
















production. 
The fact that the opposite is the case makes me think 
that we are still lacking in full information as to their 







origin. 











The first case of diverticulitis that I operated on was in 
Ig1I at St. Bartholomew’s, and this was a case which was 
almost certainly secondary to stricture of the rectum. The 
patient was a young woman of 26 when I operated on her, one 
of the youngest cases on record. I described the case at the 
time as “ Pericolitis Sinistra with Sacculations.” I was then 
ignorant of the term diverticulitis. At the age of 18 she was 
operated on (posterior proctotomy) for stricture of the rectum 
by Mr. Harrison Cripps. Five years later she was treated by 
bougies for recurrent stricture. Three years after this I found 
a tight, fibrous stricture of the lower part of the rectum and 
opened the abdomen to perform colostomy. I found the pelvic 
colon adherent to the uterus greatly inflamed with numerous 
appendices epiploice, many of which contained saccules of 
mucous membrane. Owing to the contracted mesocolon and 
a very friable intestine I was unable to perform colostomy 
until I had divided the bowel and closed the lower end. 


























Fic. 1 


Well-marked diverticulitis of the pelvic colon, demonstrated by means 
of an opaque enema. 
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Radiographic evidence may be quite conclusive. The 
following case is an example :— 


A woman, aged 56 (first seen January Ist, 1923), robust 
looking and well covered, complained of frequent offensive 
stools with troublesome colicky pains and the passage of a good 
deal of mucus in the stools. For the past few years she has 
suffered in a minor degree from these attacks, which have been 
followed by quiescent periods. Recently there has been more 
difficulty in getting the bowel empty in spite of increasing doses 
of aperients. 

A barium enema showed “ well-marked filling defect in the 
pelvic colon,” not the filling defect suggestive of an annular 
stricture due to carcinoma, but a more diffuse stenosis involving 
several inches of the bowel. (Fig. 1.) 

Radiographs taken after evacuation of the contents of 
the bowel. showed. the classical multiple opaque blobs so 
characteristic of diverticulitis. 

Operation revealed not only multiple diverticula but 
extensive peridiverticular inflammation. There were many 
adhesions between the pelvic colon and the iliac fossa. The 
inflamed area was so extensive that a short circuit between 
transverse and pelvic colon was not feasible. The patient was 
opposed to colostomy unless considered absolutely essential. 
There seemed to be some risk that acute symptoms might 
intervene from perforation of a diverticulum. 

Invagination of diverticula has been practised when per- 
foration has threatened, but is only practicable when the 
diverticula are few and blessed with wide necks. 

I eventually separated the pelvic colon from its parietal 
adhesions, and then wrapped a superabundant great omentum 
round the involved area, stitching the free edge of the omentum 
to the outer layer of the mesentery. 

In this way I hoped to avoid any general peritoneal infection 
should a perforation occur, and at the same time by relief 
of adhesions to increase the mobility and to improve the 
functional ability of the pelvic colon. The after treatment 
in this case has consisted in the regular use of paraffin internally 
and daily enemata to prevent stagnation in the colon. Radio- 
grams taken a year after operation show that the stenosis 
remains. The patient is involved in a daily toilet which takes 
considerable time but secures comfort for the remainder of 
the day. I think the toilet would be less strenuous if she had 
a colostomy opening above the involved area. 


In many instances a sausage-shaped tumour in the left 
iliac fossa may be felt per abdomen, and a diagnosis assumed 
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when the clinical picture is strongly against malignant 
disease. 

The following case is an example of this, and presents 
many features of interest :— 


A clergyman, aged 46, was seen by me in 1914 with the 
following history. Twenty years ago he had an attack of 
jaundice. For the last fifteen years he had had dyspepsia, 
taking the form of acid eructations and pyrosis, in the strict 
sense of the word, after food. About the same time he began to 
have difficulty with the bowels ; after an action he would still 
feel that there was something there, and there might be as 
many as four or five small actions before he was comfortable. 
Gradually the bowels became so capricious in their action that 
he used to take some astringent when he had to perform some 
public duty. About two to three years ago he began to pass 
blood and mucus with the stools. A few months ago an 
X-ray examination with bismuth was made, but revealed no 
structural change in stomach or colon; the marked distension 
of the stomach on giving sodium bicarbonate confirmed the 
diagnosis of hyperchlorhydria, however. He was stout and 
not anemic. Physical examination revealed nothing till the 
left iliac fossa was reached. Here, even after the bowel had 
been cleared out by enemata, a sausage-shaped, definitely 
tender swelling was felt. The abdomen was opened, and the 
diseased bowel, about six inches in length, was brought to the 
surface and fixed. Eight days later (June, 1914) I excised 
the affected area and established a temporary colostomy. 
A year afterwards, in 1915, during my absence at the war, the 
colostomy was closed by Mr. Lockhart Mummery. Two years 
afterwards (1917) there were recurrent symptoms of partial 
obstruction. The transverse was now anastomosed to the 
pelvic colon at the junction with the rectum, and a radiograph 
taken a year later, in 1918, shows the anastomosis in function. 
The recurrent symptoms may have been due to stricture, 
or possibly to recurrent diverticulitis above the line of 
anastomosis. 


The following case which, except for the length of the 
history, gave a history which strongly suggested malignant 
disease was treated by primary resection and anastomosis :— 


E.T., a woman aged 62, was admitted to St. Mark’s under 
my care on January 4th, 1921. On and off for ten years she 
néd suffered from attacks of diarrhoea, coming on every two or 
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three days, frequently commencing at night, accompanied by 
general abdominal pain of a griping character which lasted 
for about two hours. She complained of a purulent and 
offensive discharge from the rectum, which was sometimes 
slightly bloodstained. There was no vomiting or abdominal 
distention. She had been losing weight for some months. On 
examination of the abdomen there was increased resistance 
and some tenderness in the left iliac fossa and a sausage-shaped 
swelling could be felt. The rectum was normal. On sig- 
moidoscopy a small polypus was seen at 7} inches, but up 
to 12 inches there was no evidence of tumour or stenosis. When 
the abdomen was opened the upper part of the pelvic colon 
was found to be adherent to the parietal peritoneum. The 
middle of the pelvic loop was much thickened and the appendices 
loaded with fat. When the loop was brought outside many 
diverticula were felt. Some of these showed signs of peri- 
diverticulitis and some obviously contained fecal concretions. 
The pelvic colon was delivered outside, and a lateral anastomosis 
performed on either side of the involved area and the remainder 
of the pelvic loop then resected. She made an uninterrupted 
recovery, and was completely cured of her diarrhea and 
offensive discharge. She gained weight rapidly, and has re- 
mained in excellent health ever since. Her weight on admission, 
January, 1921, was g st. 7 lb., and her weight in January, 1922, 
when shown at the Royal Society of Medicine, was 12st. 7 lb. 


I will refer to one other case because it illustrates another 
method of treatment—appendicostomy. 


A man aged 70 was admitted to hospital with a tender mass 
in the left iliac fossa and considerable difficulty with his bowels. 
I explored and found well-marked diverticulitis with many 
adhesions. The patient was a bad subject for operation, 
Colostomy, owing to adhesions, presented difficulties. I decided 
on appendicostomy with a view to obtaining relief by regular 
irrigation. Unfortunately, the patient developed bronchitis 
after the operation and succumbed. 


It will be clear from the history of the cases already 
described that the clinical symptoms of peridiverticular 


fibrosis with stenosis are not easy to distinguish from those 
of carcinoma. Most observers lay considerable stress on 
the absence of blood, but too much weight must not be 
given to this point. In three of the cases which I have 
recorded blood was occasionally noted in the stools 
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To my mind the most important clinical distinction 
is the appearance of the patient. When carcinoma of the 
colon has developed to a stage which brings the patient to 
a doctor usually with semi-obstructive symptoms the patient 
looks the part—he is losing weight, he looks ill. 

Cases of diverticulitis usually come with a long history 
of capricious actions of the bowels associated with pain and 
tenderness in the left iliac fossa, with periods of complete 
freedom from symptoms. They are well covered and do 
not complain of losing weight. There is no suggestion of 
“the shadow of malignancy” in their appearance. A 


tumour may often be felt in the left iliac fossa of considerable 


size. A carcinoma of the pelvic colon, on the other hand, 
is usually too small to be felt (except under an anesthetic 
with bimanual examination). 

Pain and tenderness in the iliac fossa are the exception 
in carcinoma. 

When there is marked inflammation in diverticulitis 

in addition to pain and tenderness there may be irregular 
pyrexia and leucocytosis and often irritability of the 
bladder. 
_ Inflammatory strictures involving the pelvic colon 
apart from the rectum do not often occur. When they 
do occur they are usually low enough to be recognised 
with the sigmoidoscope, and may be distinguished from 
diverticulitis by the loss of mucous membrane at the site 
of stricture. 

The stricture will be tunnel-like rather than ring-like 
as in carcinoma. The specimen I now show you is an 
example of non-malignant stricture of the pelvic colon 
which I excised from a man aged 43 in 1919. The symptoms 
and sigmoidoscopic appearances were in favour of carcinoma, 
and at the operation I could not determine whether I was 
dealing with an inflammatory or a malignant condition. 
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The microscope shows no evidence of carcinoma. The 
man remains well. 

Before diverticulitis became generally recognised sig- 
moiditis and pericolitis were familiar terms, and no doubt 
many cases of inflammatory stricture due to diverticulitis 
were described under these headings. 

In summarising the treatment of chronic cases of diver- 
ticulitis associated with fibrosis and stenosis I should like 
to sound a note of warning. I have referred to cases in 
which I have resected the involved portion of the pelvic colon 
and the patients have survived the procedure, but it will, 
in all probability, be a long time before I get another 
opportunity for a safe excision. In the great majority of 
cases which call for surgical treatment (apart from acute 
cases) marked inflammation, extensive adhesions, excess of 
fat in the mesentery, and a small amount of healthy colon 
below the affected area will all render resection, at any rate 
as a primary procedure, a most hazardous undertaking. 
In these resections three separate methods were employed : 
a one-stage method, 7.e. (a) resection and anastomosis in 
one stage (an exceptionally favourable case) ; a two-stage 
method, 7.e. (b) primary anastomosis with secondary 
resection ; a three-stage method, 7.e. (c), stage I—eversion 
of the growth outside the abdomen, stage 2—excision and 
colostomy, stage 3—anastomosis. 

Without doubt resection and anastomosis is the ideal 
procedure under the most favourable conditions. In 
practice we must, more often'than not, be content with a 
temporary colostomy in the hope that, as is often the case, 
the inflammatory condition will subside, when closure of 
the colostomy may be considered. 

If the mesentery of the pelvic colon is long, the involved 
pelvic loop may be brought outside at the time of the 
colostomy and dealt with as described above. 
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The above methods apply to those cases which have 
caused some measure of obstruction or which by reason of 
stenosis threaten to do so. 

Milder types which, while causing much inconvenience 
do not seem to justify a colostomy at the time of operation, 
or in which as sometines happens a colostomy has _ been 
refused by the patient before operation, may be dealt with 
by invagination of dangerous looking saccules and by omental 
grafts overlapping the involved area. This latter procedure 
should be borne in mind in dealing with acute perforation. 
In some cases it may be wise to combine invagination or 


grafting with appendicostomy. 

It is an interesting feature of these cases that active 
symptoms are often intermittent. Cases come under 
observation with long histories of periodic attacks followed 
by periods of immunity or comparative immunity from 


symptoms. 

In the early stages of carcinoma of the colon similar 
intermissions are sometimes met with; but such histories 
are short, and are soon curtailed by the more serious and 
more constant local symptoms and by the “ shadow of 
malignancy ”’ which hovers round the victims. 

The ebb and flow of chronic diverticular inflammation 
is doubtless dependent on variations in resistance, and due 
to factors other than mechanical. 

In the varying toxic states associated with oral sepsis 
there is, perhaps, some parallel. We know that periodic 
bouts of sciatica, lumbago, tonsillitis, etc., have so often 
been permanently relieved by the discovery and treatment 
of a septic focus in a tooth socket or an accessory sinus 
as to establish without doubt a relationship between the 
two conditions. We may assume similar factors at work in 
connection with the septic colon pockets to account for 
similar intermissions in their constitutional effects and 
corresponding local changes. 





lin 
to- 


anc 
div 
the 
fea 
inst 
left 
dra 
ap 


tive 
der 
wed 


rom 


ilar 
ries 
and 


y of 


tion 
due 


»psis 
odic 
ften 
nent 
inus 
the 
-k in 
for 
and 


DIVERTICULITIS OF THE PELVIC COLON. I25 


After a colostomy has been performed for obstructive 
symptoms the surgeon may be tempted to close the colostomy 
if he finds that the stricture subsequently disappears. If 
he does, he must remember that relapses are common, and 
in the absence of a short citcuit or colostomy are the rule 
rather than the exception. 

I have not considered treatment of these cases on medical 
lines, but it is a point on which I hope to obtain information 
to-night. 

I do not propose to consider diverticulitis of the cecum 
and appendix, though I have a fine specimen of cecal 
diverticulitis to show you, nor will time permit me to discuss 
the acute manifestations which present many interesting 
features. One of the most striking of these is that in some 
instances the symptoms have been right-sided instead of 
left, when it has been found that the pelvic colon has been 
drawn over to the right by adhesions, just as occasionally 
appendix symptoms are left-sided. 

It used to be thought that the passage of wind and feces 
by the bladder meant a recto-vesical or vesico-colic fistula 


of malignant origin. In recent years our knowledge of the 


sequelee of diverticulitis has revealed that vesical fistulz 
are not uncommon, and further investigation has shown that 
many of these fistule hitherto described as malignant are 
in reality inflammatory and secondary to inflammation 
around colon diverticula. 

Fecal fistulae at the umbilicus and following a left iliac 
abscess may very often be laid at the door of pelvic 
diverticulitis. 

I have not attempted to give you an historical survey 
nor yet a complete clinical picture of the many manifestations 
that are met with in association with diverticula of the 
colon. You willsee by the table which Maxwell Telling drew 
up that this would involve a series of lectures. I have 
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endeavoured rather to give you my personal experiences and 


to dwell on the type of case which simulates malignant 
disease. You will realise from what I have said that in 
the past many apparent cures following colostomy for 
supposed inoperable carcinoma of the colon should have 
been grouped under this heading. 


A CASE OF RECOVERY AFTER MECHANICAL 

OBSTRUCTION DUE TO THE PASSAGE OF A 

GALLSTONE THROUGH THE INTESTINE, CO\M- 

BINED WITH A DIFFUSE SEPTIC PERITONITIS, 
IN A WOMAN AGED 70; 

WITH SOME REMARKS ON THE TREATMENT OF 
SEPTIC PERITONITIS. 


BY 
CHARLES A. Morton, F.R.C.S., 


Professor of Surgery in the University of Bristol ; 
Consulting Surgeon to the General Hospital and to the Children’s Hospital 
Examiner in Surgery in the University of Birmingham. 


Mrs. G., aged 70, was seen in consultation with Dr. Perrott, 
of Kingswood, at II.0 p.m. on Tuesday, March 2oth, 1423. 
The history was that at 4.0 a.m. that morning she had 
fallen on the floor, and that very soon after severe pain had 
commenced in the upper abdomen, extending down the 
sides. She was able to go downstairs about breakfast-time, 
but the pain was so severe that by I1.0 a.m. she had to 
return to bed again, and the severity of the pain persisted. 
Vomiting began at 8.0 a.m., and by 2.0 p.m. it had 
become fecal and was very frequent. There was a history > 
of epigastric pain and vomiting for some years. 
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When I saw her she was calling out with the severity 
of the pain in her abdomen, and this seemed to be of a 
diffuse character. The abdomen was markedly and generally 
distended and universally tender, with areas of resonance and 
dullness. There was no rigidity. Her pulse was 100, and 
remarkably good for the serious condition she was in. I 
have no note of her temperature, but I remember it was not 
definitely raised. The extreme tenderness of the abdomen 
certainly suggested peritonitis rather than a mechanical 
obstruction, and as I have seen such marked and persistent 
fecal vomiting in a general septic peritonitis, without any 
mechanical obstruction other than the kinking of the 
distended coils, I thought it might be an acute general 
septic peritonitis ; but so early an onset of feecal vomiting— 
four hours after the commencement of pain—I have never 
seen in septic peritonitis, even if general, without 
mechanical obstruction. 

However, clearly the abdomen had to be opened at once, 
but none of us had much hope of her recovery. I operated 
at 1.0 a.m. Before she took the anesthetic I emptied the 
stomach of a considerable quantity of fecal fluid, and then 
washed it out. On opening the abdomen by an incision 
close to the middle line, through the right rectus below the 
umbilicus, I evacuated a large quantity of pus (not offensive), 
and on introducing my hand and pushing aside some 
distended coils, evacuated more pus from the pelvis. Red, 
distended coils of intestine, with patches of lymph exudation 
on them, presented. The peritonitis was widely diffused 


in the lower abdomen, but it was not possible to say to 


what extent it invaded the upper abdomen. It was clearly 
not due to disease of the appendix or fallopian tubes, and 
indeed no cause could be discovered in the lower abdomen. 
I passed my hand into the upper abdomen and found a mass 
of omentum fixed in the region of the gall-bladder, which 
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was lost in it. I found a large gallstone (shown below) in 
a coil of small intestine, but though tightly gripped by the 
wall of the bowel, I could with difficulty move it along 
The question arose whether I should remove it, but in th 
presence of septic peritonitis, which would have seriousl: 
interfered with the healing of the intestinal incision, and 
as it was not absolutely fixed, I decided not to do so. | 
swabbed out the lower abdomen and pelvis, and inserted a 
large split rubber drainage tube into Douglas’s pouch, an< 
closed the abdominal wall around it. Her pulse was 140 
at the end of the operation, but to our great surprise and 
satisfaction was as strong as at the commencement. 


The gallstone which obstructed the small 
intestine. It was smooth when passed, but a year 
later, when handled for the purpose of taking the 
photograph, its surface scaled off, leaving a rough 
surface. It also broke into two pieces, and had 
to be joined together before the photograph was 
taken. It is unfortunate it was not so brittle when 
moist and lying in the bowel, or the contraction 
of the wall might have broken it up. 


Subcutaneous saline infusion was started as soon as she 
was back in bed, and 3 of a gr. of morphine was given to 
relieve the pain, which was not, however, as great as before 
the operation. In the early morning the fecal vomiting 















recurred and was frequent and copious, and I had to wash 
out the stomach; nevertheless, her pulse had fallen to 104 
and was still of fairly good strength. She absorbed eight 
pints of saline in the first twenty-four hours, and as _ her 
pulse kept so good I did not continue it. The fecal 
character of the vomiting ceased about twelve hours 
after the operation, and then the vomit consisted of a 
dark brown fluid, but this was not offensive. 

On Thursday the 22nd (the day following the operation) 
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the only pain she had was in the upper abdomen, such as 
she had been subject to for some time. The vomiting had 
ceased. She was only fed by nutrient enemata, all of which 
she retained. Hot turpentine enemata were given every 
four hours, but only a stain of fecal matter resulted, and 
the distension of the abdomen persisted, but in the night 


she had two loose, spontaneous actions. There was a very 







considerable discharge of foul serum from the drainage tube 
at the end of the first twenty-four hours. I then removed 
the tube. 

On Friday the 23rd she began peptonised milk by mouth, 
but vomiting recurred, and the vomit was of a dark brown 











colour, and on two occasions (which were not consecutive) 
was again fecal. 

On Saturday the 24th, as there had been no further 
action of the bowels, even with the continued administration 
of hot turpentine enemata, and of a dose of calomel (though 
a little flatus had been spontaneously passed), and the 
abdominal distension persisted, I gave her an intramuscular 
injection of pituitary extract, r c.c. This very quickly 















produced some sharp attacks of abdominal pain, and within 
half an hour of the administration she passed half a pint 
of faeces and some flatus. This was followed by a marked 
decrease of the abdominal distension and a cessation of the 
vomiting. She then had four spontaneous actions and 
passed more flatus. But even after this the abdominal 
distension again increased to a marked extent, and another 
injection of pituitary extract, this time 14 c.c., was given 
and was repeated every six hours, and every injection 
was very quickly followed by a loose action. She had 
much griping pain in the abdomen, both with and without 
these injections, and with this pain I could make out 
distension and hardening of coils in the lower abdomen. 
This was on Monday the 26th. She had only recurrences 


; IO 
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of the vomiting at considerable intervals, and took all her 
nourishment by mouth. 

On Wednesday the 28th, after a small spontaneous loose 
action, she had much distress in the anal region, and the Sister 
helped her to pass a gallstone (see page 128), which measur d 
1} inches by ? of an inch. She then had seven copious 
loose actions within six hours, and the hardening of coils 
ceased, though there was still moderate general distension. 
After the removal of the drainage tube there had been very 
little discharge from the track, until this day (Wednesday 
the 28th), when considerable offensive purulent discharge 
took place, and I re-introduced a small drainage tube. The 
spontaneous loose actions continued, and by Friday the 
30th the abdominal distension had subsided. At no time 
after the operation was there any pyrexia, and her pulse 
kept about 104 to 112, and did not fail in strength. From 
this time her progress was uninterrupted and she returned 
home in May. Since that time until the last few wecks 
(April, 1924) she has been very well, and by taking an 
aperient has kept the bowels acting satisfactorily. She 
has been free from the old dyspeptic symptoms. But a 
few weeks ago she began to suffer from some chest trouble, 
which laid her up in bed, and while suffering in this way, 
on March 24th of this year, she complained of a slight pain 
in the lower abdomen on coughing and sitting up in bed: 
and a swelling was discovered in the right lower abdomen. 
Shortly after, an abscess formed in the overlying abdominal 
wall and discharged. All discharge has now ceased, but | 
hear there is still some deeper swelling. The patient is, 
however, able to be up again. 

It is, of course, well recognised that in obstruction from 
a gallstone in the intestine the stone may be passed, with 
recovery of the patient, so that the passage of the stone in 
this case was not very remarkable, but recovery from such 
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a condition, combined with a diffuse septic peritonitis, 
accompanied by marked and persistent fecal vomiting, 
seems to warrant its record. 

The cause of the peritonitis, and the reason why the 
mechanical obstruction and the _ peritonitis started 
simultaneously, is an interesting question. I believe the 
answer to be that probably for some time the gallstone had 
caused, by ulceration, an opening between the adherent 
gall-bladder and the duodenum, and that the anastomosis 
was surrounded, or at any rate partly bounded, by a mass 
of adherent omentum ; and in her fall she probably pushed 
the gallstone through the opening into the duodenum, and 
at the same time tore the protective adhesions to the 
omentum, thus laying open the sac in which the stone lay 
to the general peritoneal cavity. If her condition at the 
time of the operation had not been so serious I should have 
explored the gali-bladder region by a high incision, but I 
did not think she was in a condition to bear any further 
operative procedure. The passage of the gallstone seems 
to have cured her of the dyspeptic symptoms from which 
she had suffered for some years. 

The very frequent and persistent vomiting in this case 
was what very frequently occurs in this form of intestinal 
obstruction. Treves in his classical work on intestinal 
obstruction wrote, ‘‘ I know of no form of intestinal obstruc- 
tion in: which the vomiting is more incessant, more obstinate, 
and more copious than it is in cases in which the upper 
jejunum is blocked by a gallstone.’’ And he also says the 
vomit early becomes fecal, and quotes Schiiller that it 
Was so in 77 cases out of 120. Of course, in this case the 
vomiting was probably due to both the mechanical obstruc- 
tion and peritonitis, but the fact that it became fecal so 
very early in the case seems to me to indicate that it was 
mainly due to the mechanical obstruction. And the fact 
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that it persisted exactly up to the time the stone was passe! 
(and it was probably passed very soon after passing throug!) 
the ileo-cecal valve) seems to me also to point to th 
mechanical obstruction as, at any rate, the cause of it: 
persistence. 

I cannot understand the objection which some surgeons 
have at the present day to drainage of the abdomen in cas: 
of diffuse and general peritonitis. My only regret about 
the treatment of this case is that I removed the draina 
tube as early as I did, because I thought that its tract must 
by that time be shut off from the general peritoneal cavit\ 
by adhesions. Yet there was a discharge of a considerable 
quantity of offensive pus from the drainage tube track som 
days later. Would any surgeon think of not draining an 
acute abscess? Then why should not a collection of pus 
in the abdominal cavity, the toxins from which will, when 
absorbed, seriously affect the patient, be drained ? I admit 
that the drainage track soon gets shut off by adhesion and 
does not drain the whole peritoneal cavity for long; but 
this early drainage is most important, and the drainage tul» 
will continue to drain the pelvis and the loin pouches for 
some time. The fact that in this case the copious discharg: 
of pus, which took place along its track even after th 
drainage tube had been removed for twenty-four hours 
shows that such drainage may occur. 

And I do not like the modern innovation of the use 0! 
a strand or roll of soft rubber tissue, instead of a rubber 
drainage tube. I do not believe the latter inflicts an 
serious harm on the gut, whereas in a roll of soft rubber 
tissue the lumen is probably very soon obliterated by the 
pressure of surrounding distended coils, and such pressur 


will block the passage through which a mere strand of solt 


rubber tissue passes. Of course, the rubber tube must invite 


never have holes cut in it, for into these holes omentun ia 
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may pass, and the strands become strangulated and swollen 
and thus anchor the tube. But a split tube forms the best 
drain, I think, we can employ. 


" Neither can I see sufficient reason for abandoning the 
practice of as thoroughly removing pus at the time of the 
oie operation as possible, either by swabbing or even flushing. 
ai I admit that unless the peritonitis is general flushing is 
‘ contra-indicated, for it may disseminate the pus into regions 
ag of the abdomen not yet infected; but if the peritonitis is 
sai general, and if it can be carried out without turning distended 
UY TF coils out of the abdomen (a very shock-producing procedure), 
bl i.e. if the coils are not too distended to allow of the free 
mf passage of the fluid between them, then I believe it is the 
" | best method we can employ. Those who object to it base 
P'S | their objection on two statements. One is that such 
men irrigation damages the endothelium of the peritoneum, and 
push therefore increases the liability to absorption of toxins, and 
an" | the other is that flushing will remove the phagocytes. I 
but F do not believe that flushing with normal saline damages the 
tube J endothelium of the peritoneum, for the phagocytes only 
> 10 F exist on the surface of the peritoneum and as soon as the 
ATS“ FE leucocytes mix with the pus they are rendered inert as 
th phagocytes ; and surely it is more important to remove as 
ous F thoroughly as possible pus containing a considerable quantity 
of deadly toxin than to preserve a layer of phagocytes on 
Sc" E the surface of the peritoneum. Irrigating the peritoneum 
tbbet F with hot saline is not a shock-producing procedure. I have 
“" § known the pulse actually improve while it was being carried 
ubbet out. If there is any extravasation of irritating fluid, such 
y the Bas stomach contents, even those opposed to irrigation in 
oa generalised peritonitis seem inclined to adopt it. However, 
ft SOR unless the peritonitis or, at any rate, extravasation of 
must iritating fluid is general it is better not to flush, but 
ontum § 


in such cases it seems to me a decided advantage to 
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swab up all the pus. This should be done very gently, so 
as not to remove the lymph exudation from the peritoneum 
(for this prevents toxin absorption), and so as not to damage 
the surface of the peritoneum where not protected by 
this lymph. I feel sure pools of pus in the pelvis and 
loin pouches and elsewhere can with advantage be thus 
evacuated. It must be a decided advantage to get 
rid of all this toxin-laden fluid, even though more is 
exuded, especially if we are wise enough to drain these 
pouches. 


It is, of course, most desirable in the operative treatment 
of septic peritonitis to remove the cause—a diseased appendix 


or suppurating tube, or close a perforated gastric ulcer ; 
but in some cases the patient may be too bad to allow of 
this, and in these cases Murphy of Chicago, some years 
ago, showed us how life might be saved in these desperate 
cases by the simple proceeding of introducing a large 
drainage tube into the pelvis through a small supra-pubic 
incision. 
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LABYRINTHITIS. 


REMARKS, WITH SPECIAL REFERENCE TO TREATMENT, 
oN CASES SHOWN TO THE BRISTOL MEDICO-CHIRURGICAL 
Society, MAY I4TH, 1924. 


BY 


E. Watson-WIL.iAms, M.C., Ch.M., 
Teacher of Laryngology, University of Bristol. 


EVIDENCE of labyrinthine disturbance in the course of acute 
or chronic middle-ear disease, catarrhal as well as suppurative, 
is by no means rare. An actual labyrinthine lesion is a 
much less frequent complication of aural suppuration ; but 
this last condition is so common that the numbers of sufferers 
from labyrinthitis—placed in one series of statistics 
as high as ten per cent. of all cases of otorrhcea—must be 
considerable. 

It is not the purpose of this communication to discuss 
the somewhat special subject of the diagnosis of labyrinthine 
disease. The manifestations may vary from the very 
slightest to the most severe and alarming. At either end 
of the scale nausea or vomiting may attract more attention 
than the vertigo, nystagmus, etc., which one is inclined to 
regard as characteristic of labyrinthitis. Many patients who 
do not spontaneously complain of vertigo say that they can 

ever take more in the morning than a cup of tea; they do 
not associate this slight nausea with any aural trouble. On 
the other hand, acute labyrinthitis may render the patient 
so ill that his vertigo does not attract notice ; fever, prostra- 
ion and frequent vomiting lead to the mistaken diagnosis 
of gastric influenza. Between these extremes giddiness is 
135 
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the common complaint, and may vary from unsteadiness 
on stooping or on exertion to attacks in which the sufferer 
falls to the ground. - Varying degrees of ataxia may also be 
seen, ¢.g. the patient may complain that in hammering he 
frequently misses the nail and hits his left hand ; or he may 
find that in walking he must always keep to one side of a 
companion—if he tries the other he constantly jostles him. 
In the presence of middle-ear disease, even though the 
latter is of old standing and apparently unchanged, 
disturbances of the stomach or of equilibrium (in its widest 
sense) demand the consideration of a possible connection. 
A word may be said of one sign of labyrinthine disease, 
the FISTULA SIGN. As originally described by Barany it 
is as follows: When the air pressure in the meatus is 
raised there is imstant deviation of the eyes to one side 
(commonly the sound side) and nystagmus to the other 
side ; when the pressure is reduced there is tustant reversal 


of the phenomenon. The nystagmus stops abruptly on 
releasing the pressure or suction. A number of other tests 
are described, but this is the only one I have felt really 
indicative of a fistula. The sign is not very common ; to 
elicit. it only gentle pressure is required ; instant response, 
and instant reversal, are essential points. More marked 
pressure will in a large number (? 50 per cent.) of cases 


with otorrhoea give a similar sign after a latent period of 
two to five seconds. This is the ‘“‘ PSEUDO-FISTULA ”’ sign, 
and its usual direction is the reverse of that most common 
with the true fistula sign. It does not indicate labyrinthine 
disease. I have even met with this phenomenon as 4 
symptom. The patient, a builder, was the subject of right 
chronic suppurative otitis media, without any labyrinthine 
lesion; .the fistula test was negative on many trials. 
Recounting his symptoms, this man said, ‘“‘ If I put the wool 
into my ear too hard everything goes round to the left: 
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but if I pull it out too sharp everything goes round to the 
right.’’ Needless to say, either form of response is indicative 
of a living labyrinth, and may sometimes even be obtained 
when the labyrinth does not respond to the caloric test. 
Otogenic labyrinthitis may be acute or chronic ; it may 
further involve the whole labyrinth, or a part only. In the 
latter case—circumscribed labyrinthitis—the labyrinth will 
respond to some of the tests of function; in the former— 
pan-labyrinthitis—there will be no response, except perhaps 
during the first five or six hours. The distinction has been 
made between acute serous and acute suppurative 
pan-labyrinthitis ; the diagnosis rests on whether there is 
or is not eventually some restoration of function, and 
clinically can hardly be made in the acute stage. Further, 


acute labyrinthitis may supervene on acute or on chronic 
middle-ear disease, or on chronic circumscribed labyrinthitis ; 
chronic labyrinthitis may follow an acute attack, or may be 


chronic ab initio ; indeed, cases have been described where 
the entire labyrinth is destroyed, but so insidiously that 
labyrinthine symptoms have never attracted attention. 
The severity of symptoms is related to the rapidity of 
destruction of function, rather than simply the extent of 
such destruction. 

The correct diagnosis of any given case has an important 
bearing on the treatment. When should one operate on 
the labyrinth ? One class of case imperatively demands 
such an operation. When acute pan-labyrinthitis supervenes 
on a chronic otitis media, or on chronic circumscribed 
labyrinthitis, the labyrinth soon ceases to respond to tests. 
It is, of course, possible that the damage will be arrested 
naturally ; unfortunately, if it is not, since the labyrinth 
gives no indication of what is occurring, the next signs of 
progress of the disease are those of suppurative meningitis. 
Some authorities even consider the majority of all cases of 
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septic meningitis as due to labyrinthine infection. It 1s 
true that even where meningitis is present the situation is 
not quite hopeless ; but the chances of recovery have been 
gravely jeopardised. If, therefore, such a case is seen early, 
the labyrinth should be drained. 


Case 1.: | Acute suppurative pan-labyrinthitis, complicating 
chronic circumscribed labyrinthitis. Operation, inferior vesti- 
bulotomy. Recovery, with relief of previous vertigo. 

W. A. B., male, aged 40, labourer. 

November, 1923, c.c.o. deafness and discharge from right 
ear, and vertigo since 1918, when a radical mastoid operation 
had been performed (apparently for labyrinthine symptoms). 
The attacks were not severe, two or three a week. Auditory 
bone conduction was present, but diminished; labyrinth 
responded to tests; mever vomiting. Treatment greatly 
improved the condition. 


At the end of February, 1924, he had an attack of vertigo 
very much more severe than ever before, with increase of 
discharge and pain in the ear. There was complete prostration, 
with much vomiting. Seen the next day he was still very ill, 
unable to walk alone. Temp. 100° F. Severe vertigo, 
spontaneous nystagmus (mixed) to the left. Ear deaf to 
tuning forks, labyrinthine tests entirely negative. He was 
admitted at once to hospital, and I curetted out the vestibular 
contents. He made a good recovery, and is now free from all 
vertigo. 

If the case is not seen within the first three days—the 
prognosis gets steadily worse hour by hour—different 
considerations arise. Either signs of meningitis will be 
appearing, or there is some hope that the infective invasion 
has been arrested. In the first case, surgical measures 
outside the scope of this paper may be proper ; in the second, 
we may congratulate our patient on a very fortunate issue. 
When the labyrinth is dead, either no operation should be 
done ; or if it is decided that a mastoid operation is necessary 
the labyrinth should be drained at the same time. The 
reason for this is the same as that applying in Case 1 above, 


1 Labyrinthitis is said to be rather more common in males than in 
females, but it is quite fortuitous that all the cases shown were males. 
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namely, that as the labyrinth is dead we shall get no warning 
of a possible spread of acute infection (much more probable 
in a case where the labyrinth is already the site of chronic 
disease than when the labyrinth is healthy), until meningitis 
occurs. 


Case 2.—Chronic pan-labyrinthitis, following acute 
infection. 


E. M., male, aged 53, miner. 


May, 1921, c.c.o. giddiness for some weeks, now diminishing, 
following a severe attack of pain and discharge, right ear. 
The ear appeared to have been the seat of chronic suppuration 
for years; it was entirely deaf to all tests; all labyrinthine 
tests were negative. It was decided that no operation ought 
to be performed. 


When should one not operate on the labyrinth? In 
general, when labyrinthine symptoms occur in the course of 
acute otitis, free drainage of the middle ear should be 
secured. Many cases will not require any further operation, 
and in any event it is probably not sound to open the 


labyrinth at once, assuming that the case has been seen at 
a reasonably early stage Secondly, as Mr. Sydney Scott 
puts it, ‘the surgeon could rarely have any justification 
for destroying the labyrinth, so long as positive caloric 
tests were obtainable,” ! 7.e. while the labyrinth is alive. 


Case 3.—Chronic circumscribed labyrinthitis, with granu- 
lations about stapes. Radical mastoid operation and topical 


applications to inner tympanic wall. Relief of all symptoms, 
except deafness. 


Case 4.—Chronic circumscribed labyrinthitis, with fistula of 
external semicircular canal. Radical mastoid operation ; only 
partial relief of vertigo, etc. Prognosis indefinite. 


Case 5.—Right chronic circumscribed labyrinthitis with 
unusual symptoms: ? fistula of the superior semicircular canal. 
Radical mastoid operation, and topical applications : improve- 
ment ; operation not indicated. The left ear gives the ‘‘ pseudo- 
fistula’ sign, with a well-healed mastoid cavity. 


1 Proc. R. Soc. Med., 1924. 
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It will be noticed that in Case 4 the prognosis is in doubt. 
The patient is only 26, yet his vertigo, etc., quite prevent 
even the lightest work. Although one should regard with 
great reluctance the proposal to eviscerate a living labyrinth, 
circumstances may arise where this must be considered ; 
the risk, while definite, is not prohibitive, and the result 
may justify a bold course. 


Case 6.—Chronic progressive labyrinthitis, with fistula of 
the external semicircular canal ; and disabling vettigo. Barany 
fistula test negative. Operation: relief. 


S. P., male, aged 38, tin miner. 


June, 1922, c.c.o. deafness and discharge from the right ear ; 
occasional attacks of vertigo and vomiting. A radical mastoid 
operation was performed in 1916. 

The ear showed a sodden, discharging mastoid cavity. 
After careful local treatment this cleaned up, except in the 
upper part, where granulations persisted. Auditory bone 
conduction normal; labyrinth tests positive. 

Fistula test: the usual Barany test was negative through- 
out. Touching the granulations, however, at once produced 
vertigo, and nystagmus to the left. Ordinarily there was no 
spontaneous nystagmus. Seen shortly before the labyrinth 
operation, during a mild attack of vertigo, there was a fine 
spontaneous nystagmus to the right. 

In spite of local improvement, the vertigo got steadily 
worse. Nausea became of daily occurrence, at first in the 
morning, then through the day; vomiting became more and 
more frequent. Vertiginous attacks occurred two or three 
times a day; he felt as if spinning round to the left (diseased 
side) and objects seemed to move round to the right; 
he staggered but did not fall to the left. Several severe attacks 
overtook him, in which he fell to the right ; the other sensations 
were much more violent than usual, but he did not notice 
whether they were otherwise different. Such attacks may 
express the rarely seen phenomenon of dysharmony from 
stimulation of the labyrinth—nearly always, the signs of dis- 
turbance due to disease point to dysharmony from depression 
of the labyrinthine function. 

The man had for months been unable to do any work, 
and was steadily getting worse. Inasmuch as his whole life 
was becoming unbearably wretched, I put the situation before 
him, and it was decided to operate. 

March, 1924. At the operation I found a fistula fully 2 mm. 
wide leading into the external semicircular canal. I did a 
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double vestibulotomy, carefully curetting the vestibular 
contents, and each ampulla in turn ; this point is of importance 
if vertigo immediately after the operation is to be avoided. 
From the time he recovered from the anesthetic, he has not 
had nausea, vomiting, or vertigo; except that for the first 
three weeks he had slight vertigo—much less than the mildest 
attacks from which he had suffered—on sudden movement. 
There was some trouble at first in walking, though at the 
meeting this had disappeared, and he could walk even with the 
eyes shut, without difficulty. Facial paralysis came on on the 
second day, and was complete by the fourth; this is now 
improving. 

The man’s entire carriage and expression have altered. He 
has put on weight, and feels well. His own description is: 
‘I am quite my old self again.” 


Reviews of Books 


Text-Book of Tracheo-Bronchoscopy. By Dr. M. Mann, 
Senior Physician to Department for Diseases of Ear, Nose and 
Throat, Municipal Hospital, Dresden-Friedrichstadt. Trans- 
lated by A. R. Moonie, M.A., M.D., F.R.C.S.E. Pp. 292. 
Illustrated. London: John Bale, Sons and Danielsson Ltd. 
1920. Price £1 11s. 6d.—This is intended to be a practical 
handbook of the methods and _ possibilities of Tracheo- 
Bronchoscopy. It is based on the personal experience of the 
author, with copious references to the work of others. In 
this latter citation is made from Austrian, American, French, 
Italian and Spanish workers ; perhaps on account of the 
Great War, no reference is made to England. Beginning with 
a very brief account of the anatomy, a considerable space is 
devoted to the available instruments. A useful table of 
measurements in the bronchial tree follows, and remarks on 
the preparation of the patient, etc. The next section of the 
book is devoted to foreign bodies in the respiratory system, 
their detection and removal. The author evidently feels this 
is the most important part of the work, and devotes a third of 
the whole book to it. A very full account of diseases of the 
respiratory system from the endoscopic point of view is given, 
and here the author relies mainly on his own experience ;_ this 
is a branch of the subject, he says, which has failed to receive 
the attention it merits. He deals first with diseases of the 
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bronchi, etc., proper, then with the effect on the bronchi of 
disease in other parts, in each case giving some startling account 
of endoscopic treatment of these conditions. The third part of 
the book is occupied with a series of coloured plates, beautifully 
produced. In the main post-mortem findings are shown. 
Description is given of each plate on the page opposite. A 
complete index ends the book. There is an obvious criticism 
that this subject is too closely related to Oesophagoscopy to 
be conveniently separated from it. The author himself seems 
to feel the difficulty at times, for example when dealing with 
the effect of cesophageal disease on the trachea. Since, how- 
ever, a writer on the two subjects combined is apt to devote 
the bulk of the space to the cesophagus, there is certainly room 
for this work, even though it deals with conditions less commonly 
seen. Especially notable is the insistence on the possibilities 
of endoscopy through a tracheotomy opening. Dr. Moodie is 
to be congratulated on the excellent manner in which this work 
is presented to us. 


Medical Climatology of England and Wales. By EpGaArR 
Hawkins, M.A., M.D., D.P.H. Pp. xiii., 302. London: 
H. K. Lewis & Co. Ltd. 1923: Price 25s. net.— This 
manual, which shows evidence of minute care in preparation, 
is one of those books which are indispensable in the library 
of the modern physician. For many years the pleasantly 


discursive but less comprehensive volume of Sir James Clark, 
published somewhere in the forties, on The Sanative Influence 
of Climate, supplied all that was needed in regard to the com- 
paratively few avowed health resorts of England and Wales. 
The fuller needs of to-day are well met by Dr. Hawkins’ manual, 
in which the meteorological and geographical factors influencing 
climate are discussed, the general climate of the British Islands 
considered, and finally some detailed consideration of the 
various districts, north, south, east and west, with reference 
to the chief resorts and their climatic peculiarities, succinctly 
given. Altogether a very useful and well-produced book. 


A Synoptic Chart of Skin Diseases. By B. BurNetr Haw, 
M.D., D.P.H. Pp. 8, with two coloured plates. London: 
H. K. Lewis & Co. 1923. Price 12s. 6d. net. —The author 
has endeavoured to portray in his coloured plates a characteristic 
example of an eruption in a characteristic situation. His two 
plates represent the anterior and posterior aspects of the human 
body ; upon this single outline the various skin lesions are 
depicted. On the head are patches of alopecia areata, ring- 
worm, tertiary syphilis, impetigo and the like; on the chest 
seborrhoea, small pox, pityriasis versicolor, etc. ; on the abdomen 
scarlet fever, measles, pityriasis rosea, X-ray burn; and so 
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forth. The author in his preface points out that the lesions 
may and do occur in other parts of the body than those 
illustrated in the chart. The accompanying letterpress gives 
in tabular form a short description of each eruption, its etiology, 
common sites, irritation or its absence, other conditions from 
which the eruption must be distinguished, various notes on the 
behaviour of the disease and a brief suggestion as to treatment. 
The compilation has been carefully prepared, but we doubt 
if the plates and letterpress together will serve to act as 
anything more than a reminder to a practitioner who is well 
versed in ordinary skin diseases. To the beginner both the 
plates and the letterpress may convey but little information. 
On the whole, the portrayal of the lesions in the plates is not 
to be compared with modern colour photography as an aid to 
the study of dermatology 


Two Lectures on Gastric and Duodenal Ulcers. By SIR 
BERKELEY MOYNIHAN. Pp. 48. Bristol: John Wright & 
Sons Ltd. 1923. Price 2s. 6d. net.—We are grateful that the 
author has published in booklet form the two lectures which 
he delivered before the Hunterian and Harveian Societies 
last year. Each lecture is a masterpiece of literary art from 
the pen of an original worker of vast experience. They 
should be read and studied by physicians and surgeons alike, 
since they present the latest views and practice. In the treat- 
ment of gastric ulcers the author’s predilection is in favour of 
partial gastrectomy where possible ; and for duodenal ulcers 
he makes frequent use of gastro-duodenostomy, after mobilising 
the duodenum, combined with excision or infolding of the 
ulcer. 


High Blood Pressure: its Variations and Control. By J. F. 
Hatts-DaLty, M.D., B.C., M.R.C.P. Pp. xii., 155. London: 
Wm. Heinemann Ltd. 192 Price ros. 6d. net. The author 
of this essay on high teed pressure has set himself the task 
of writing a concise summary of modern views of the subject. 
He has also used his critical faculty to good purpose, supporting 
this view and discarding that with a good deal of sound 
judgment. He insists in particular on an accurate measurement 
of the diastolic pressure, and recommends the auscultatory 
mode of estimating the pressure. One piece of advice that is 
especially worth taking to heart is that the observer should 
make more than one estimation of the systolic and diastolic 
pressures at a sitting, discarding the first and using the later 
ones, since these are less liable to nervous exaggeration of the 
systolic figure. It would be easy to pick out small faults both 
of omission and of commission in the book, but on the whole 
it is an adequate and helpful summary of a difficult subject. 
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Emergency Operations for General Practitioners. By H. C. 
ORRIN. Pp. 135. London: Bailliére, Tindall & Cox. 1923. 
Price 7s. 6d.—No doubt there is a real field for some small handy 
text-book in which a doctor who is confronted by a surgical 
emergency, on sea or land, shall find not only what he ought to 
do, but also how to do it. We are acquainted with nothing 
more suitable for his purpose than this useful little volume. 
It includes all the ailments he is likely to require to treat, and 
a few besides; the written description of the necessary steps 
in the operative or other treatment is a model of lucidity, and 
the illustrations are both numerous and truly illustrative. The 
book is well printed and produced. If we might offer a few 
suggestions for future editions, we would like to see a fuller 
account of the means of treating suppurative conditions of the 
hand, making use of the work of Kanavel and Wilkie, and in 
sisting on the importance of a general anesthetic (not gas), and 
a tourniquet, when incising for pus. We doubtif a purse-string 
stitch is the best means of closing a perforated gastric ulcer. 
In Fig. 36 Macewen’s triangle is shown so large that the 
inexperienced operator who trusts to it will infallibly miss the 
mastoid antrum. 


Common Infections of the Female Urethra and Cervix. 
By Frank Kipp, M.A., Ch.B. Camb., and A. MALCOLM SIMPsoN, 
B.A., M.B.Cantab. Pp. x., 191. London: Oxford Medical 
Publications. 1924. Price 7s. 6d. net.—In this treatise the 
authors deal with their subject in all its variation as seen by the 
venereal expert, the gynecologist and the physician, and each will 
find advice of value. The book should be a guide to all those 
in charge of venereal disease clinics for women; the method 
of examination, the apparatus necessary and the bacteriologic: ul 
control are ail excellent and should be followed. | As regar ds th 
treatment advocated, this is, in the main, simple; fluorine hove 
potassium permanganate in their various strengths are the 
chemicals generally recommended, and these applied thoroughly 
under the guidance of “sight not feel’’ have, in the authors’ 
hands, efiected a cure in the majority of cases both gonorrheeal 
and non-gonorrheal. The suggestion that treatment could be 
carried out by the general practitioner is certainly true, but we 
doubt the ability of “the majority to give the necessary time, and 
perfunctory treatment is useless. The chapter on prophylaxis 
is good and fair to both parties in controversy on this vexed 
question, and the difficulty of prophylaxis in women is pointed 
out. There is a large amount of repetition in the text. The 
book should be read by students, general practitioners and 
specialists, especially those in charge of venereal disease clinics, 
to. whom it is invaluable. 
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Defects in Cardiac Rhythm in Relation to Cardiac Failure. 
By GEo. A. ALLAN, M.B., F.R.F.P.S.G. Pp. 28. Glasgow: 
A. Stenhouse. 1924. Price 1s.—This excellent little pamphlet 
dealing with the effect of arrhythmia on the heart function will 
supply a much-needed want amongst medical students and 
general practitioners who have little time for reading the bigger 
manuals. It is set forth in simple language and is most clear 
and concise. We cannot agree with the statement on page 23 
that, complete heart block is the only condition capable of 
producing such a slow rate, for there are cases of vagal slowing 
which reach the rate of 35 per minute. This little book can 
be confidently recommended to anyone who wishes to learn 
some of the newer work in relation to cardiac disease. 


Wheeler’s Handbook of Medicine. By Wii1AM R. Jack, 
B.Sc., M.D., F.R.F.P.S.G. Pp. xiv., 629. Edinburgh: E. & 
S. Livingstone. 1924. Price 12s. 6d. net.—This well-known 
“cram ”’ book has reached a seventh edition, which is a little 
larger than its predecessors. The author states that every 
part has undergone careful revision, and hopes that it may be 
found as nearly as possible up to date. 


The Student’s Hand-book of Surgical Operations. By Sir 
FREDERICK TREVES, Bart., G.C.V.O., C.B., LL.D., F.R.CS., 
Pp. xi.,552. New York: Cassell & Company. 1924. Price 
10s. 6d. net.—This useful little book has been brought thoroughly 
up to date by Mr. Jonathan Hutchinson. It is unfortunate that 
students should be called upon to show their surgical skill by 
performing upon the dead operations which they will never be 
called upon to carry out in actual practice. This compels every 
author of such a book as this to devote to purely examinational 
surgery a great deal of space which might be better occupied. 
In the present edition the description of this class of work has 
been considerably curtailed in order to allow the inclusion of 
the more important operative measures commonly practised 
upon the living subject. Here and there revision might have 
been rather more drastic, e.g. under ‘‘ Excision of the knee ”’ 
one reads ‘‘ the only indication for this operation is tuberculous 
disease,’’ and “‘ the operation is usually performed in young 
subjects,” statements which may have been true thirty years 
ago but which are certainly untrue to-day, when excision for 
tuberculous disease in young subjects is fortunately almost 
unknown. The writings of the late Sir Frederick Treves are 
always so clear, concise and well expressed that they have never 
failed to appeal to his readers, and this book has proved a good 
friend to many a student up for his “ final.”” No doubt for 
many years to come this and subsequent editions will continue 
to prove ‘“‘ a very present help in time of trouble.” 
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Ear, Nose and Throat Treatment in General Practice. By 
GEORGES PoRTMANN, M.D. Translated and Edited by R. 
Scott STEVENSON, M.D. Pp. viii., 180. London: William 
Heinemann. 1924.—This little book, as indicated in the Preface, 
does not pretend to present more than an outline of the diseases 
of the ear, nose and throat. Diagnosis hardly receives any 
place, and the enormous wealth of prescriptions will appear to 
the English practitioner to be superfluous. The rather fre¢ 
use of cocaine is to be deprecated. Operative treatment 
is merely indicated, and in some instances seems to 
be rather delayed. Like most French books, great care is 
devoted to the technique of treatment, and some valuable hints 
may be gained from it. The method of intratracheal adminis 
tration of drugs by injection with a hypodermic syringe through: 
the cricothyroid membrane is a little in advance of the teaching 
in this country. 











Diseases of the Nose, Throat and Ear. Edited by A. LoGAy 
TURNER, with the collaboration of J.S. FRASER, W. T. GARDINER 
J. D. Litucow, G. Ewart Martin, and DOUGLAS GUTHRIE 
Pp. xxii., 413. Illustrated. Bristol: John Wright & Sons Ltd 
1924. Price 20s. net.—Dedicated to the memory of Dr. W. G 
Porter, who fell in the service of his country shortly after thi 
publication of his work on Diseases of the Throat, Nose and Ear, 
this handbook is produced as the joint work of those engaged 
in the teaching and practice of the speciality in the Edinburgh 
Medical School. In order to provide for the senior student and 
the practitioner within the limitations of a single volume otf 
moderate size, it has required great judgment in preserving a 
balance in dealing with the subject-matter comprised in th 
thirty-nine chapters, and the rigid exclusion of any redundant 
or wordy description. The illustrated description of the 
clinical anatomy is well done, and adds much to the ready 
understanding of the pathology and treatment of the various 
regions. The sections devoted to the newer methods of 
diagnosis, e.g. endoscopy covering cesophagoscopy and 
bronchoscopy, and the physiology of the vestibular apparatus 
add much to the value of the work. There are no less than 
twelve plates, many of these in colour, and 222 black and 
white illustrations, all excellent and none redundant. It is 
difficult to distinguish in the merit of the work of the different 
contributors, for throughout the volume the work is of the 
highest merit. To cover adequately the extensive ground 
comprised in diseases of the nose, throat and ear within a 
volume of this size reflects the greatest credit on the Editor 
and his staff, and we know of no work on the speciality of thie 
same size which affords such a complete clinical picture of all 
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that could be of practical value to the senior student and 
practitioner. We cannot withhold praise for the printing, 
illustrations and everything that pertains to the publisher's 
department, including very good value at the price. It is a 
worthy memorial of the young and distinguished author on 
whose earlier work this much expanded volume has been 
based. 


The Treatment of Fractures in General Practice. By C. 
Max Pace, D.S.O., M.S. Lond., F.R.C.S., and W. RowLey 
Bristow, M.B., M.S. Lond., F-.R.C.S. Pp. xXi., 239. 
London: Henry Frowde and Hodder & Stoughton. 1924. 
First edition. Price 12s. 6d. net.—This book fills the large 
gap between the formidable modern works on fractures and 
the sketchy treatment of the subject which is given by the 
average text-book of surgery—and fills it well. Amid the 
plethora of old and new methods of treatment advocated 
to-day we sorely need someone to select for us the best means 
of dealing with each of the common types of fracture. This 
boon the authors of The Treatment of Fractures in General 
Practice have conferred upon us. With admirable confidence 
they have omitted regaling us with the traditional methods, 
now superseded, but which die hard in the text-books. In 
their place they have introduced us to recent advances 
tested by their own experience. The practical intention 
of this manual is shown by a whole chapter being devoted 
to the somewhat neglected uses of the triangular bandage. 
A few items call for special mention. For instance, the 
presence on a bone of a point of maximum tenderness as 
diagnostic of fracture, usually absent from classical symptom- 
atology, is listed. The importance of full skiagraphic 
investigation, which cannot be overstressed, receives due 
emphasis. Diagrams help to contrast the important difference 
in the destructive effects (and prognosis) of the two types of 
compound fracture, 7.e. due to direct or indirect violence. 
The successful treatment of the transverse fracture of the patella 
by simple suture of the aponeurosis is new : while the description 
of treatment of the visceral complications of fractured pelvis 
is refreshingly clear. Two criticisms may be offered. There is 
need for expansion in the remarks on manipulative surgery. 
The public will continue to look too much to the bone-setter 
for the cure of stiff joints if this part of medical education 
receives such scant attention. Also when common complications 
of injuries to the elbow are described neural lesions can hardly 
be excluded. 





Lditorial Wotes. 


THE ‘‘ Memorandum on Hospital Policy’ 

The Hospital issued by the Labour Party in 1922 

Problem and in emphasising the want of organised 

the Labour co-ordination with each other and also 

Party. with Cottage Hospitals, deficiency in 

bed accommodation with long lists o 

patients awaiting admission, and insufficient financial support , 
was on the whole a fair statement of the Voluntary Hospital! 
position and its shortcomings at that time. But in 1922 the 
hospitals had barely recovered from the exceptional strain 
of the war, during which, be it remembered, so much 
Voluntary Hospital accommodation was allocated for purely 
military purposes, and when, too, financial stress was almost 
universal. In the teeth of such odds the Voluntary Hospital 
System has, nevertheless, displayed such admirable resource 
and initiative that the gravamen of the criticisms, so true 
in 1922, has largely disappeared. 

We trust that good sense will prevail in maintaining 
and extending the priceless asset existing in the Voluntary 
Hospital System. This, however, requires a frank recogni- 
tion that national needs have outstripped the resources 
of voluntary effort, that the hospitals are no longer charitable 
institutions for the necessitous poor alone, but must meet 
the requirements of an ever-increasing proportion of the 
community, that the accommodation for in-patients is 
insufficient, and the equipment and staffing, particularly 
of the out-patient departments, often leaves much room 
for improvement, and that voluntary effort must be supple- 
mented by the State, municipality or various public bodies. 


148 





Sti 
Hoa 


Ho 
£06 
by 
so 
ref¢ 
Is 
spil 
Hos 


Bris 
co-« 
in t 
grac 
chal 
titio 
we | 
the | 
into 
cons 
for ¢ 
the 
utili: 
1 
Caxt 
Part 
as id 
V 
for T 
of tl 
Ruide 


‘ain 
uch 
rely 
10st 
ital 
urce 
true 


ning 
tary 
yg ni- 
rces 
table 
meet 
- the 
ts is 
arly 
room 


pple- 


odies. 


EDITORIAL NOTES. I49 


At a great price we may exchange the new lamp of a 
State Medical Service for the old lamp of the Voluntary 
Hospital System which has so marvellously responded to 
every hard rub. Maybe it is the success of our Voluntary 
Hospital System, unsurpassed the world over in record of 
good service, in striking contrast to the meagre provision 
by the State for the relief of necessitous patients, which has 
so awakened our national conscience, that the new-born 
reforming zeal threatens to eat up the Voluntary Hospitals. 
Is it possible to breathe into any State service the 
spirit which called forth and animates the Voluntary 
Hospital ? 

In the scheme initiated by Dr. Middleton Martin, with the 
Bristol Voluntary Hospitals as the chief centre, organised 
co-operation of the larger hospitals with cottage hospitals 
in the outlying districts, as well as the institution of post- 
graduate clinics and arrangements for consultative inter- 
change of opinions between the hospital staffs and prac- 


titioners has already been in operation. Again, in our midst 


we have under the Poor Law Guardians am institution in 
the Southmead Hospital which is capable of being developed 
into a well-equipped modern hospital. Here a staff of 
consultants, comprising physician, surgeon, aurist, physician 
for children, and a pathologist working in conjunction with 
the Resident Medical Officers, are doing good work and 
utilising the resources of the Institution for teaching students. 

Thus much that was urged at the Conference held at 
Caxton Hall in April last under the auspices of the Labour 
Party not only reflected current opinion but put forward 
as ideals what is already in process of development. 

We already have Municipal Fever Hospitals, Sanatoria 


for Tuberculosis, Mental Hospital, Clinics under the direction 


of the Education Committee, etc. Let us welcome and 
guide the further collaboration of the State, for State aid 
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is not incompatible with voluntary management aid 
voluntary contributions. There is an outstanding exam))le 
of this in the sanatorium for children suffering from surgic \| 
tuberculosis at Zuydcoote in France. This institution was 
originally founded and maintained by Mons. Vancauwenbvrg 
and a group of his friends. The success was so great that 
in a short time the State decided to recognise the sanatorium. 
This meant considerable contributions from State and local 
funds. Mons. Vancauwenberg was asked to remuin 
President, and his friends formed the bulk of the commitiee 
of management as formerly. Additional members of com- 
mittee were nominated by the State and various contributing 
local authorities, among whom the city of Lille honoured 
itself by the selection of Professor Calmette. Zuydcoote 
Sanatorium with its annexe at Berck Plage is now a mocel 
of this form of combined management. The contributions 
of voluntary benefactors, far from having been checked, hav: 
been encouraged and stimulated by the fact that the State 
gave to Mons. Vancauwenberg’s experiment the cache/ of 
recognition. 

We have derived nothing but help and benefit in ow 
Bristol Hospitals from the collaboration of representative: 
of the workers on our Managing Committee, and we know 
that from this direction other hospitals have found equa! 
cause for thankfulness. Much may be gained from a! 
organised co-ordination of the Voluntary Hospitals in 
formulating and presenting the outcome of their experienc 
as a policy for mutual benefit and for the guidance of th 
State and of municipalities. Certainly we should like t 
see adequate accommodation for many patients hithert 
crowded out of our general hospitals, but even mor 
valuable would be the organised collaboration i 
representative centres of the Voluntary Hospitals wit! 
the Municipal and State services. 
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Thus in cities like our own we should like to see a com- 
mittee representing the Voluntary Hospitals, the Municipal 
medical work and hospitals, the medical work of the 
Guardians, and of the Education Committee, so that the local 



























Deg Feffort to provide for all the medical needs of the district 
that may be co-ordinated, and what is undertaken by the State, 
Jor by the municipality or by voluntary effort may be the 
ccal J outcome of a policy, not chance. The Voluntary Hospitals 
n\I1 Phave hitherto initiated and led in uplifting the treatment 
itice fof disease. Shall the State look in vain for their further 
Ci f cuidance in developing the wider and more complete develop- 
1tiN$ Fments which they have taught the community to recognise 
ured Bas essential national needs ? 
Soote 
node! 
tions 
— THE cripple is, in most cases, made, 
State | Crippled Children’s not born. There are approximately 
al Claims. 100,000 cripples in this country alone. 
Here is indeed a problem of national 
, ourpPmportance. The abolition of conditions which lead to 
ative: fo" ppledom—overcrowding, malnutrition, lack of sunlight, 
know contact with the tuberculous, milk from cattle of which 
equal nearly 20 per cent. are tuberculous—is a matter which can 
im ang2aly be solved when the national conscience is properly 
ils infetoused. Granted, however, that these conditions continue, 
rience Peir evil effects can be minimised by proper organisation. 
of thy In Mr. Girdlestone’s book! the means which can be and 
ike togbave been successfully adopted with this end in view are 
therto{@bly set forth. The first step is diagnosis of the diseases 
moregWhich cause this maiming of our children ere irretrievable 
yn inp@amage has been done. Next, treatment both out-patient 
s wit 





1“ The Care and Cure of Crippled Children.’’ By G. R. Girdlestone, 
B.R.CS. Pp. vi., 88. Bristol: John Wright and Sons Ltd. 1924, 
Price 2s. 6d. net. 
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and, when necessary hospital, must be available, and must 
be continued in some cases for a period lasting over many 
years. During this time there must be facilities for educaticn, 
and often for specialised vocational instruction to enable the 
patient to earn a livelihood in after-life. Lastly, there 
must be efficient after-care and periodical inspection to 
prevent or to check any tendency to relapse. The general f 
hospital provides next to none of these requirements, siice 
operative treatment by itself is, in the majority of cases, 
unnecessary, and is all too frequently rendered useless by 
the lack of after-care. The fresh air and sunlight which 
have enabled such brilliant cures to be effected in the 
modern open-air hospital put the city hospital out of court, 
even were it’possible to set aside beds for the years of treat- 


















































ment which many tuberculous cases require. Pp: 
In this little volume are clearly set forth the steps which n 
have been taken in certain centres to link up the activitie~ tl 
of child-welfare associations, boards of health and education re 
general and special open-air hospitals, local clinics andf ro 
other organisations. The brilliant results which havegf m 
followed this co-ordination of effort can only be creditedf of 
by those who have seen them with their own eyes. Mr sel 
Girdlestone gives a map of England, showing a number of co; 
hospital schools for crippled children approved by thef chi 
Ministry of Health or Board of Education, or both. Savif he: 
for one little red dot, which represents the 35-bed Orthopedi{ mo 
Hospital at Redland, the whole of the West Country is:{ dis 
blank. Bath has now earned another dot, but there is nf ac 
city of the size of Bristol which has made less provisiof’ incl 
for the treatment of its cripples, and it is time that th exh 
problem was properly faced. pat. 
The book is of absorbing interest. It is well worth reading) It y 
€XxCi 





not only by every medical man, but by all to whom th 
fate of the cripple makes its appeal, and by the taxpayif? | Pan 
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whose money at present maintains in the workhouse those 
who, but for ignorance and neglect, might well be engaged 
in the happy task of filling up their own income-tax returns. 


* * * * * 


On Friday and Saturday, June 6th and 

The Association of 7th, Bristol entertained the Association 
Physicians of Great of Physicians at its Seventeenth Annual 

Britain and Meeting. The local members, while 

Ireland. welcoming the proposal that the Associa- 

tion should meet this year in Bristol, 

had feared lest the resources of a small medical school might 

hardly satisfy the needs of the occasion. The event proved 

that these fears were needless. Indeed, the opinion ex- 
pressed by many members was that the Association had 

whichf never enjoyed a better meeting. For this happy result 
ivitiesf the University is much to be thanked. The Vice-Chancellor 
ation,— received members on the Friday afternoon and took them 
s andf round the new buildings, the dignity and beauty of which 
made a deep impression, and also made a delightful speech 

of welcome at the annual dinner. - For the meetings them- 

selves premises which were roomy and yet conveniently 
compact were found by the courtesy of the departmental 

chiefs concerned and by the Registrar, who threw himself 
heartily into the task of preparation. In addition to the 
morning and afternoon sessions of communications and 
discussions, there were two demonstrations of clinical cases, 

a collection of rare old herbals shown by Dr. Newman Neild, 

' including a loan from Dr. J. E. Shaw, series of recent finds 
exhibited by the Speleological Society, and a collection of 
pathological specimens by Drs. Fraser, Hadfield and Todd. 

ing} It would be difficult. to say which of these demonstrations 

) excited the greatest admiration. The President, Dr. George 

) Parker, and the Local Secretary, Dr. J. A. Nixon, are very 
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sincerely to be congratulated on the success with which they 
organised and conducted these meetings. Among their 
triumphs must be included the dinner. This was held at 
the Red Lodge, by the courtesy of the Bristol Savages. 
whose President, Alderman Fuller Eberle, not only attended 
the dinner, replying for ‘“‘ The Visitors’ to a witty speech 
by Dr. J. O. Symes, but also exhibited the treasures of th 
Lodge to his guests. 

The Association numbers among its members repre- 
sentatives of nearly every medical school in the British Isles, 
and we trust that these, with certain visitors from th¢ 
United States, will treasure with delight their recollection 
of this visit to Bristol. 


* * * * * 


THE new hospital for paying patients 

Forbes Fraser at Combe Park, Bath, opened recentl 
Memorial by H.R.H. The Duke of Connaught, 
Hospital. owes its inception to the organising 

skill and enthusiasm of our late 

colleague, and the decision of the Committee to call it the 
Forbes Fraser Hospital constitutes a fitting memorial to 
this distinguished surgeon. It has cost about £40,000, 
but still requires the further equipment of an X-ray Depart- 


ment to bring it to the degree of completement envisaged 
by Forbes Fraser. 


A fund is to be collected for the purpose of providing 
this installation, and we cannot doubt that subscriptions 
will flow in as a tribute to the memory of Forbes Fraser, 
and ensure that the work to which he set his hand will 
be rendered complete. 

The total cost of the erection and equipment of an X-ray 
Department is estimated at from {2,500 to £3,000. 
Donations may be paid direct to The ‘ Forbes Fraser 
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Memorial Fund,” National Provincial Bank, High Street, 
Bath, or to Mrs. A. L. Hope, Hon. Sec., Eagle House, 
Bathford, Som. 


* * * * * 


Our obituary of the late Mr. Frederick 

Frederick George Farr refers to the exceedingly 

George Farr. valuable and unstinted work he did for 

the University Library and the various 

medical societies, practitioners and students. For this 

Journal during many years he was of the utmost assistance 

to all concerned in its production, and his knowledge 
and personality will be very difficult to replace. 

We are glad to know that the Committee of the Society 
have instituted the collection of a fund for the benefit of 
the late Mr. Farr’s widow and young family, and we feel 
sure that a ready response will render this worthy of the 
good work so unfortunately ended by his untimely death. 


* * * * * 


IN memory of the late Dr. Lansdown 

R. G. his friends and colleagues are collecting 
Poole Lansdown a fund, which will be placed at the 
Memorial Bed. disposal of the Committee of the 
Chesterfield Nursing Home, to assist 


patients requiring operative or other treatment for which a 
first-class nursing home is needed, but is beyond their means. 
Chesterfield Home, to the development of which Dr. 
Lansdown gave unstinted labour, is not conducted for 
profit, but there is a great want of such means of assisting 
those above the usual status of patients at general hospitals. 

Contributions may be sent to Mr. Cyril Meade-King, 
Hon. Secretary and Treasurer for the Memorial Fund, 
c/o Messrs. Meade- King, Orchard Street, Bristol. 





MEETINGS OF SOCIETIES. 


Bristol Medico-Chirurgical Society. 


April oth, 1924. 
Mr. J. Lacy Firtu, President, in the Chair. 


Mr. W. A. ADAMs showed a case of ‘* Endothoracie Goitre ’’ 
(this case will be reported in our next issue), and read notes 
on a case of Vesico-Colic Fistula. 


Mr. ARTHUR MITCHELL (visitor) demonstrated an apparatus 
for transmitting the sounds of the heart to an ordinary wireless 
“loud speaker.” He stated that three years ago he and Dr. 
Alan Fawcett had experimented in this direction, that he had 
now succeeded in making an improved microphone which, 
though far from perfect, was a great improvement on the 
original one, and then demonstrated the normal heart sounds 
to the meeting. He stated he hoped in time to perfect this 
microphone, when he would like to demonstrate to the Society 
again. The patients were in a room adjoining the theatre in 
which the meeting was held. The character of the heart sounds 
was quite clearly heard. 


Dr. Coomss and Dr. HERAPATH read a paper on “‘ Auricular 
Failure.’”’ (This paper will be published in our next issue.) 


May 14th, 1924. 
Mr. J. LAcy Firtu, President, in the Chair. 
Dr. HADFIELD showed a number of Pathological Specimens. 


Mr. Eric WATSON-WILLIAMS showed five cases with 
symptoms of disease of the internal ear. Certain of the 
phenomena of these conditions were demonstrated; especially 
the alterations of gait. The notes on these cases are embodied 
in the article on ‘* Labyrinthitis ’’ (vide p. 135). 


Mr. C. F. WALTERS read a paper on ‘* A Few Suggestions in 
General Surgery’’ (illustrated by the cinematograph). 
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Obituary. 


EDMUND COMER BOARD. 


WE regret to record the death at the advanced age of 85 of 
Mr. E. C. Board, who was probably the oldest member of the 
medical profession in Bristol. Born on July 14th, 1838, he 
was a son of Mr. John Board of Burnham-on-Sea, and received 
his early education at Harrison’s School, Grosvenor, Bath. 
He became a student at the Bristol Medical School in 1854, 
and was resident pupil at the Bristol Royal Infirmary. He 
qualified as M.R.C.S.in 1859 and L.S.A. in 1860, and nine years 
afterwards, in 1869, he took the L.R.C.P. London. Having 
served some years as House Surgeon at the Royal Infirmary, 
he was elected Assistant Surgeon in 1869 and Surgeon in 
1871. For twenty-one years he did valuable work in that 
office, and when he retired in 1892 was appointed Consulting 
Surgeon. For thirteen years he was the Senior Surgeon, and 
his old colleagues will bear witness to the diligence and 
punctuality with which he carried out his duties. 

Mr. Board was intensely conservative in carrying out old 
rules and customs, thus up to the day of his retirement he 
always went round the wards in his hat. His record is probably 
unique, for his official association with the Infirmary extended 
over no less than 55 years. 

Mr. Board filled the office of Lecturer on Anatomy in the 
Old Bristol Medical School in St. Michael’s, and lectured there on 
Forensic Medicine. He was for many years Hon. Sec. to the 
Bath and Bristol Branch of the British Medical Association, 
and was subsequently elected President of the Branch. He 
found a further outlet for his energies as Surgeon to the old 
Bristol Naval Artillery Volunteers, in the development of 
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which he was closely concerned. For many years he had one 
of the largest practices in Clifton, and was greatly trusted by 
a large circle of patients. 


A devoted Churchman, Mr. Board acted for some time as 
Churchwarden of Christ Church, Clifton. His funeral service 
took place at Emmanuel Church, where a large number of his 
colleagues and friends were assembled. 


FREDERICK GEORGE FARR. 


THE Bristol Medical Library and all those who use it have 
sustained a most serious loss by the death of our highly-valued 
and esteemed chief clerk, Mr. Frederick George Farr, at the 
early age of 43 years. He began as assistant there, and then 
for a time he was in the Arts Library, and in 1903, when Mr. 
Statton left, he became chief clerk to the Medical Library. 
His knowledge of the books, pamphlets and periodicals in the 
library was remarkable, and when references were given by 
readers he was most careful and painstaking in searching out 
the matter required. He will be especially missed by all those 
frequenting the library as readers or for special and research 
work, for. he was always ready to place his extensive knowledge 
of the varied contents of the library and the possibility of out- 
of-the-way references on a given subject at the service of all who 
sought his aid. His experience of the various matters and 
details involved in library management and arrangement was 
large, and it was of the greatest help in the recent moving of 
the books to the new Medical Library in the south wing of the 
University. 

During the war he served for a time in the army. 

He leaves a widow and two daughters, and was interred at 
Henbury after a service at St. Edyth’s Church, Sea Mills, where 
he was a sidesman. 

The Hon. Medical Librarian wishes to express his keen 
appreciation of the great help the deceased has always been 
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to him in the various phases of library work, always carrying 
out his instructions and wishes with care and skill. For some 
years past he has acted as his Secretary, and the Hon. Librarian 
has always looked upon him as a personal friend as well as a 
most capable colleague. 


Apart from his library duties, the Secretaries of the Medico- 
Chirurgical Journal and various Medical Societies gratefully 


remember the invaluable work he did with regard to the 
meetings, the Journal, and the lists of members. 


FORBES FRASER, C.B.E., F.R.CS. 

THE death of Forbes Fraser on May 28th, at the early age of 53, 
was a sad loss to the profession and particularly to his colleagues 
in the West of England. His long illness was caused by a 
finger-prick whilst operating, and was borne with a fortitude 
which occasioned no surprise to those who knew him well. 

Fraser was born in 1871, the younger son of Mr. Henry 
Fraser, of Arbroath. At the age of 16 he passed the London 
matriculation and gained an entrance scholarship at St. 
Bartholomew’s Hospital. He won many other prizes and 
scholarships as a medical student, including the gold medal 
and an exhibition for Physiology at the intermediate London 
M.B. examination. He obtained the conjoint diplomas in 1894 
and the F.R.C.S. Eng. in 1896. After qualifying he became Sir 
Henry Butlin’s house surgeon at Barts. Then for three years 
he practised at Tarporley in Cheshire before he finally settled 
(in 1900) at Bath as the partner of Mr. Pagan Lowe. In 1903 
he was appointed Assistant Surgeon at the Royal United 
Hospital, Bath, and in 1909 full Surgeon. At the time of his 
death he was Senior Surgeon at the Royal United. He was also 
Consulting Surgeon to the Ministry of Pensions Hospital, Bath, 
and to the hospitals at Chippenham, Frome, Malmesbury and 
Shepton Mallet. 

During the war Fraser joined the Duchess of Westminster’s 


Hospital at Le Touquet as surgeon, where he was a general 
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favourite and won universal recognition for his surgical talents. 
In 1917 he left the Duchess of Westminster’s Hospital and 
became a Captain in the R.A.M.C. He was selected to take up 
special work at No. 10 Casualty Clearing Station in the Second 
Army in the Ypres Salient. The results of this work were 
published in The British Journal of Surgery under the title 
“Primary and Delayed Primary Suture of Gunshot Wounds.” 
During 1917 he was kept busy in the deplorable Passchendaele 
offensive. In 1918 he was chiefly engaged in the various 
C.C.S.’s of the Fourth Army on the Somme. -He was an 
untiring worker and stood the strain of battle-surgery with 
marvellous endurance. His radient smile and cheery voice 
acted as a tonic on all who worked beside him. 


Towards the end of 1918 he was appointed Consulting 
Surgeon to the Second Army, and after the Armistice he 
advanced with this force into Germany, where its title was 
changed to the Army of the Rhine, and he remained in Cologne 
as its consulting surgeon. He retired from the army with the 
rank of Colonel A.M.S. and the C.B.E. (military). 

On his return to civil practice in Bath he found new work 
awaiting him, into which he threw himself with all his energy. 
He realised the need of the community for extended hospital 
accommodation and facilities, and set out to plan a scheme 
which should link up well-equipped cottage hospitals and 
hospitals in smaller towns with the Royal United as a consul- 
tative centre. Fraser's persuasive manner and _ tactful 
forbearance disarmed opposition and overcame indifference, so 
that he finally won the enthusiastic support of the profession 


and the public for his far-seeing schemes. It was a great 
satisfaction to him even in his last illness that the Duke of 


Connaught should have come to Bath on May 16th last to 
declare open the Royal United Private Hospital and Orthopedic 
Hospital at Combe Park, Bath. Mainly owing to Fraser the 
site of the Bath War Hospital was acquired by the Board 
of Management of the Royal United with the ultimate 
intention of transferring the whole hospital there. 
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Forbes Fraser took an active part in every side of professional 
life. In 1912-13 he was Chairman of the Bath Division of the 
Bath and Bristol Branch of the B.M.A., and in April last had 
been elected President-elect for the annual meeting of the 
British Medical Association in 1925 at Bath. 

He had been President of the Bath Clinical Society, which 
he had helped to found. He was an active member and founder 
of various surgical clubs, among them the Country Surgeons’ 
Club and the Bath and Bristol Surgical Club. He was a member 
of the Committee of the Bristol Medico-Chirurgical Society, 
where his communications and contributions to discussion were 
highly appreciated. The Society had hoped that he would 
have occupied the presidential chair in the near future. 

It is difficult to express adequately the affection and 
admiration that Forbes Fraser inspired. As one of his colleagues 
wrote in the British Medical Journal, ‘‘ Gifted with good 
physique and a brilliant intellect, he carried out whatever he 
set himself to do with indomitable will and unsparing energy, 
and when he decided at the end of the war to confine his work 
to consulting and operative surgery, he threw himself into his 
task with whole-hearted devotion and unbounded enthusiasm.”’ 
His colleague at Le Touquet, Dr. W. P. S. Branson, summed 
him up when he wrote, “‘ He was a distinguished man by the 
evidence of his material achievements, but what really stamped 
him as being beyond the common run of men was the blending 
in him of so many graces of spirit.”’ 


One is reminded of words written by the poet Thomas 
Gray: ‘‘Some spirit, something of a genius (more than 
common), is required to teach a man how to employ himself.” 


Forbes Fraser was twice married. By his first marriage he 
leaves two sons and three daughters. By the second marriage 
there is one daughter. His second wife survives him, and to 
her and all his family we extend our deep sympathy. 
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The following donations have been received since the publication 
of the List in January, 1924. Pra 
July, 1924. Prie 
Dr. W. Evans (1) te is ag a I volume. Ros 
Mr. Hey Groves (2) ais ita va 4 volumes. Sim 
Medical Research Council te i * 2 2 Sing 
Middlesex Hospital (4) I volume. Spa 
Mr. A. B. Prowse (5). a 3 volumes Step 
The Surgeon-General, United States Army (6) I volume. Still 
4 Unbound periodicals have been received from Dr. Carey Tho 
: Coombs and Mr. Hey Groves. 
: ; Trec 
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rs THE ONE HUNDRED AND NINTH 
f LIST OF BOOKS. | 
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‘ Ame 
P The figures in round brackets refer to the figures after the names « 
} the donors. The books to which no such figures are attached have be dene 
‘ received through the Journal. 
| Abraham, J. J. .. Lectures on Gonorrhea in Women ee } Med: 
Fa Allan, G. A. .. Defects in Cardiac Rhythm in Relation to Med: 
« Cardiac Failure .. .. .. .. 2nd Ed. Oph 
* Begg, A. C. .. .. Insulin in General Practice 
Bland-Sutton, Sir J. Ovations and Addresses el ais 
Brawn, H. .. .. Local Anesthesia ae ete Re) are RE 
Cancer Research at the Middlesex Hospital ee as aie. 18) 
Catalogue (Index) of the Medical Library of the University a Aberdeen 
(7) 
Cripps, L. D. .. The Application of the Airy Force.. .. (3) 
Crofton, W. M. .. An. Outline of Endocrinology Bee a 24 
Cel, H. E. .. .. Practieal Nursing .. .. «+ «» 6th Ed. io24 
Douglas and J. G. Priestley. Human Physiology .. .. .. «. 124 will 
vans, W. .. .. Diseases of the Breast .. .. «. «os (2) 923 the 
Fairburn, J. S. .. Gynaecology with Obstetrics .. .. .. «. 924 “Ty 


Gardiner, F. .. .. Handbook of Skin Diseases ..  .. 2nd Ed. 
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Girdlestone, G. R. The Care and Cure of Cripple Children .. 
Ham, B. B. ... .. A Synoptic Chart of Skin Diseases ead 
Jack, W. R... .. Wheeler's Handbook of Medicine .. 7th Ed. 
Joslin, E. P. .. The Treatment of Diabetes Mellitus 3rd Ed. 
Kidd, F. .. «+ Common Infections of the Female Urethra .. 
MacLean, H. .. Modern Methods of Glycosuria and Diabetes 
2nd Ed. 
Mummery, J. H... The Microscopic and General Anatomy of the 


Teeth vee ee oe wwe Se Ge 
Practitioner's Pocket Book, The 


Priestley and C. G. Douglas. Human Piesdlibias 

Ross, T. A. .. .. The Common Neuroses : at 
Simpson, A. M. .. Common Infections of the anil U ani 
Singer, D. W. .. Ambroise Paré .. 

Spas of Britain, The ; aa 

Stephenson, T._ .. Incompasibility in Prem riptions are 
Still, G. F. ..  .. Common Disorders and Diseases of “hildhood 


4th Ed. 
Thomson, Sir S. .. Tuberculosis of the Larynx .. .. .. (3) 
Tredgold, A. F. .. Mental Deficiency .. . os «« 4th Ed. 
Turner, A. L. .. Diseases of the Nose, Throat, and Ear .. 
Varley, G. H. .. Radium 


Wheeler’s Handbook of Medicine Hes Grew fore: aren (ree (eee 


TRANSACTIONS, REPORTS, JOURNALS, etc. 


American Association of Genito-Urinary Surgeons, Transactions of 
NO aa) ee ot Oierer ears West atts ss «ow» Wok. OVE. 

American Lereneeateal Association, Teeeations of the 
3 Volumes, 1920, 1921, 

American Physicians’ Association, Transactions of the 

Vol. X XXVIII. 
Medical Society’s Transactions, The .. .. .. Vol. XLV. 
Medical Year Book, The ae eee en 
Ophthalmological Society, Transactions of the.. .. Vol. XLIII. 


Local Medical Wotes. 


Lonc Fox Lrecture.—Emeritus Professor Lloyd mong 
will deliver the Long Fox Lecture at 5 p.m. on July 23rd in 
the Physiological Theatre, University of Bristol. Subject : 

“ The Conditional Response as a turning-point in Evolution.” 





PORPRD Rioters nya OS 


! 
% 
i 
} 
4 
t 
; 


164 , LOCAL MEDICAL NOTES. 


EXAMINATION RESULTS. 


UNIVERSITY OF BriIsToL.—Students of the University have 
recently passed the following :— 

M.B., Ch.B.—Final Examination, Part I. (including Forensic 
Medicine and Toxicology): A. T. Binnie, A. S. Cox, B. V. F. 
Dawkins, C. H. Durnford, F. J. Farr, C. F. R. Killick, W. G. R. 
Morris, W. S. Ormiston, Y. de la Pasture, M. P. Posthuma, 
H. J. Satchwell. Part I.only: R.V.Cooke. Forensic Medicinz 
and Toxicology: G. M. Minifie. Part II., completing examina- 
tion: S. H. Blacker, G. R. Dunn, L. Dunn, E. B. Eedle, P. G. 
Evans, W. A. Gornall, J. L. Griffin, F. Langford, G. S. Mundy, 
J. R. Nicholson-Lailey, A. E. Sherwell. 

D.B.S.—1st Examination: W. M. Evans. 


L.D.S.—Final Examination: G. C. Brooks, A. W. Cawsey, 
G. C. Friend, H. F. D. Lane, B. F. Robinson. 


D.P.H.—Part I.: J. Ledingham. 


APPOINTMENTS. 


J. A. Nixon, C.M.G., M.D., F.R.C.P., has been appointed 
Professor of Medicine and Director of Clinical Medicine in the 
University of Bristol. 

F. H. Edgeworth, M.A., M.D., D.Sc., has been appointed 
Consulting Physician to the Bristol Royal Infirmary. 

Richard Clarke, O.B.E., M.B., M.R.C.P., has been appointed 
Physician to the Bristol Royal Infirmary. 

A. T. Todd, O.B.E., M.B., Ch.B., M.R.C.P., has been 
appointed Assistant Physician to the Bristol Royal Infirmary. 

Agnes Stuart, M.D., has been appointed Physician to the 
Maternity Hospital, Brunswick Square, Bristol. 

Victoria Tryon, M.B., Ch.B., and Madge Golding, M.B., 
Ch.B., have been appointed Assistant Physicians to the 
Maternity Hospital, Brunswick Square, Bristol. 

R. H. Hatcher, M.B., Ch.B., has been appointed Assistant 
Medical Officer to the Southmead Hospital, Bristol. 
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